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Hotel Service : 


Efficient intra-hospital communication results in smooth- 
er administration, better sickroom service and more ee 
contented patients. TelAutograph telescribers are , Edv 
widely known in hospitals as an effective means of 
reducing the incidence of irritating errors such as de- 

lays in admission, misplacement of case _ histories, Busi 
late meals, wrong diets, etc. aay 


A specifically designed TelAutograph Telescriber Sys- - the 
tem for your hospital will control and improve the C 
performance of Admissions, General Administration, cag 
Diet Control, Discharge and Out-Patient Clinic. WH 


Detailed information on this fast, faultless communica- Roo 
tion method pertinent to your particular needs will 
_ be sent upon request. Kindly write Department A-6. Adv 


TelAutograph 


CORPORATION Tro 
| 16 West 6lst Street, New York 23, N. Y. } TelAttograph ; cat 
| Sori | Hos: 
| Wandwritten Messages Deliver Themselues... While You Write" 
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HOSPITALS 


The Journal of 
THE AMERICAN 
HOSPITAL ASSOCIATION 


George Bugbee, Executive Director 


“VOLUME 25 NUMBER 6 


Hosprrats is published the first of 


éach month by the American Hospi- 
tal Association, 18 E. Division Street, 
Chicago 10, Ill. Entered as second class 


matter January 9, 1936, at the post-- 


office at Chicago, Ill., under the Act 
of March 3, 1879. . 


Editorial staff: John M. Storm, editor; 
Arnold A. Rivin, managing editor; 


Edwin P. Weigel, assistant managing . 


editor; Martha W. Herdman, Harold 
.L, Levinson, Cecily Wilder. 


Business staff: John M. Storm, busi- 
ness manager; Bremen I. Johnson, 
advertising sales and promotion man- 
ager; Martha E. Miller, assistant to 
the business manager; Catherine C. 
Paine, circulation supervisor; Eugene 


C. Leipman, advertising sales, Chi- | 


cago; Gerdon A. Thoman, advertising 
sales, Chicago. Chicago telephone: 
WHitehall 4-4350; George B. Janco, 


advertising sales, 72 Wah - Street, 


Room 800, New York City 5,- tele- 
phone: Digby 4-5570. 


Advertising representatives: Ren Averill 


Company, 427 W. Fifth Street, Los 
Angeles 13. | 


Advertising rates: Rates for classified 
and display advertising furnished on 
request. Member of the Audit Bureau 
of Circulations. 


Subscription rates: To member hospi- 
tals and associated personnel,. $2 a 
year; to others, $3 a year. Single cop- 
les, 30 cents, except two-part June 


issue, $1.50. 


Change of address: Notice should in- 
clude the old as well as new address, 
cluding postal zone number. Four 
weeks’ notice is required. The local 
postmaster should be notified. 


Other periodicals The American Hos- 
Pital Association also publishes 
TRUSTEE, the Journal for Hospital 


Governing Boards, a monthly publi- | 


cation, and the Administrators Guide 


section, as Part 2 of the June issue of 
HosPirats. 


Copyright : June 1951, by the Amer- 
ican Hospital Association. i 
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The Present Status of Hospital Accreditation 
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Modern Semi-Panel Bed Ends | 


Bed H-800-3. ALL= 
PURPOSE BED ENDS— 
indicated by the suffix 
(-3) added to the bed 
number. Have stainless 
steel baffle bars; built-in 
sockets for attaching 
demountable Balkan 
we. Frame H-16, Irrigation 

ma Rod H-69, and H-16E 
Shaped Fracture Bar. 
Have brackets for safety 
sides. 
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to pick the springs 


Bed Ends you want! 


You'd Expect this of SIMMONS 


Simmons, with the aid of down-to-earth suggestions 


from hospital administrators, doctors and nurses, has 
been busy working out a flexible system of inter- 
changeable units—springs and bed ends—to help 
hospitals provide economically the many types of 
bed: service they are expected to supply. 

Now you can pick combinations of bed springs 
and ends which will enable you to provide all bed 
services with the minimum number of units—for 


surgery, obstetrics, fracture, convalescent, or special 


departments such as mental, heart and contagious. 


Your selection of ends is made easier because most 
Simmons bed ends are available plain, with brackets 


for safety sides, or with all-purpose features. . 


That’s not all. You can choose from a wide range 
of easy-to-clean pastel colors or attractive wood grain 
finishes when you buy Simmons bed ends.. Thus, 
your rooms and wards can be planned for color 
harmony as well as maximum service. 


Simmons ABC System of Interchangeable Units 
as outlined here presents the basic idea. But to really 
understand the wide range of choice and the economy 
this system provides, see your hospital supply dealer, 
or visit a Simmons sales room. 


Chicago 54, Merchandise Mart — New York 16, One Park Avenue 
San Francisco 11, 295 Bay Street Atlanta 1, 353 Jones Ave., N. W. 
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AMERICAN HOSPITAL ASSOCIATION 


53rd. Annual Convention—Sept. 17-20; St. 
Louis (Jefferson Hotel and Kiel Audi- 
torium). 


REGIONAL MEETINGS 


Maryland-District of Columbia-Delaware 
Hospital Association—Nov. 26-27; Wash- 
ington, D. C. (Statler Hotel). 


STATE MEETINGS 

British Columbia — Oct. 16-19; Vancouver 
(Vancouver Hotel). 

Florida—Dec. 3-4; Orlando (Wyoming 
Hotel). 

Kansas—Nov. 8-9; Topeka. 

Mississippi—Oct. 11-12; Jackson (Heidel- 
burg Hotel}. 


Since 1913 
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ASSOCIATION and ALLIED 


Nebraska—Nov. 15-16; Omaha (Fontenelle 
Hotel). . 
Oklahoma—-Nov. 1-2; Tulsa (Mayo Hotel), 


Rhode Island quarterly meeting—June [4: 
Warwick (Kent County Hospital). 


OTHER MEETINGS 


American Association of Medical Record 


Librarians—Sept. 17-20; St. Louis (Kiel 
Municipal Auditorium). 

American Association of Nurse Anesthetists 
—Sept. 16-20; St. Louis (Kiel Municipal 
Auditorium). 

American College of Hospital Administra- 
tors—Sept. 15-17; St. Louis (Kiel Munici- 
pal Auditorium). 

American College of Surgeons—Nov. 5-9: 
San Francisco. 

American Medical Association—June 11-15: 
Atlantic City. 

American Pharmaceutical Association—Aug. 
26-31; Buffalo, N. Y. 


| American Physical Therapy Association 28th 


Annual Conference — June 1!7-22: Glen- 
wood Springs, Colo. 

American Public Health Association—Oct. 
ee 2; San Francisco (Civic Auditor- 
ium). 

American Society of Medical Technologists 
—June 24-28; Swampscott, Mass. (New 
Ocean House). : 

American Society of X-ray Technicians— 
June 3-8; Philadelphia (Benjamin Franklin 
Hotel). 

Catholic Hospital Association —June 2-5; 
Philadelphia (Convention Hall). 

Hospital Accounting Clinic and Workshop, 


sponsored by the American Association of 


Hospital Accountants—July 15-20; Bloom- 
ington, Ind. (Indiana University). 


| National Society for Crippled Children and 


Adults — Oct. 3-6; Chicago (Palmer 
House). 

Second Postwar Congress of the Interna- 
tional Hospital Federation — July 15-21; 

* Brussels, Belgium. 

Workshop on Organization of Hospital Nurs- 
ing Service — June 12-22; Washington, 
D. C. (Catholic University of America). 

World Medical Association—Sept. 15-20; 
Stockholm, Sweden. 


INSTITUTES 

(For additional information address Associa- 

_ tion headquarters, 18 E. Division Street. 
Chicago !0.) 

Institute on Engineering—June 4-8; New York 
City (Hotel New Yorker). 

Institute for Medical Record Librarians— 
June 4-8; Chicago (Knickerbocker Hotel). 

Institute on Pharmacy —June 11-15; New 
Orleans (Roosevelt Hotel). 

Institute on Public Relations—June 18-20; 
Princeton, N. J. (Westminster Choir Col- 
lege). 

Institute on Housekeeping—June 25-29; 
Pittsburgh (Webster Hall). 

Institute on Purchasing—Oct. 22-26; High- 
land Park, Ill. (Moraine Hotel). 

Institute on Establishment—Nov. 5-9; Wash- 
ington, D. C. (Wardman Park Hotel). 

Institute on Personnel Relations—Nov. 5-9; 
Richmond, Va. (John Marshall Hotel). 


Institute on Laundry Management—Novem- 


ber 26-30; Boston (Kenmore Hotel). 
Institute on Financial Administration of the 

Proprietary Hospital November 5-9 

Houston (Rice Hotel). : 
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in a FOR NEXT PATIENT 


Blickman stainless steel equipment with seamless, round-corner 
construction, speeds service in Hydrotherapy Department 


@ This stainless steel underwater treatment tank can be thoroughly cleaned and 
made ready for the next patient in a matter of minutes. All surfaces are smooth and 
continuous. There are no seams, crevices or joints of any kind. The highly polished 
stainless steel reduces adhesion of dirt and grime. Cleaning takes far less time and 
effort, because all corners and intersections are fully rounded. Complete asepsis is . 
attained with a minimum of labor. This means that you save money every day you 
use this long-lasting unit. That’s why so many leading hospitals have standardized 
upon Blickman-Built hydrotherapy and physiotherapy equipment in sanitary stain- 
Tess steel. We invite you, too, to investigate and compare, before you buy. 


ABBOTT Model [-Beam Hoist of all 
stainless steel remains free of rust ga 
and corrosion, no matter haw much 
hot, moist steam arises from the 


hyrotherapy tank. 


St. Mary’s Hospital, E. St. Louis, Ill. | : 
. Designed for ready access to all 
parts of patient’s body. After each 
treatment, tank is drained, scrubbed 
and brushed with surgical soap. 
Cleaning is easy because of the 
polished stainless steel surfaces and 
the round-corner construction. Aer- 
ators circulate water through pres- 
sure action, not by electrical means. 
Danger of shock is eliminated. 


Below, left to right: HARVEY Model 
Stainless Steel Arm Bath permits 
patients to tolerate higher water 
temperatures as air is introduced 
to give swirling motion. RADCLIFFE 
Model stainless steel leg bath pro- 
vides a whirlpool action proved Ww 
efficacious in treating local areas 
to stimulate circulation. 


» 


OTHER BLICKMAN-BUILT HYDROTHERAPY AND 
PHYSIOTHERAPY UNITS IN STAINLESS STEEL 
Sitz Baths @ Foot Baths @ Electric Bath Cabinets 
Straddle Stands @ Contrast Leg and Arm Baths 
Flow Tubs @ Fomentation Sinks @ Control Tables 
Showers © Irrigation, Shampoo and Pack Tables 
Utility Stands @© Hampers @ Chairs @ Stools 


Blickman, Inc., 3806 Gregory Ave., Weehawken, 


Send for Catalog 6-HYC 
describing and illustrating more 
than 40 different items of stainless 

| steel equipment for Hydrotherapy 
”” and Physiotherapy Departments. 


New England Branch: 
845 Park Sq. Bidg., Boston 16, Mass. 


® 
Blickman-Built 


q 
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OF THE AME RICAN HO )SPITAL 


PRESIDENT 

Charles F. Wilinsky, M.D., Beth Israel Hospital, Boston 15 

PRESIDENT-ELECT 

Anthony J. J. Rourke, M.D., Stanford University Hospitals, San 
Francisco 15 


PAST PRESIDENT 
John N. Hatfield, Pennsylvania Hospital, Philadelphia 7 

FIRST VICE PRESIDENT 

Merrill F. Steele, M.D., Christ Hospital, Cincinnati 19, Ohio 
SECOND VICE PRESIDENT 

Leo G. Schmelzer, Garfield Memorial Hospital, eeron 1, D. C. 
THIRD VICE PRESIDENT 

W. E. Arnold, St. Luke’s Hospital, Jacksonville 8, Fla. 

TREASURER 

A. C. Bachmeyer, M.D., University of Chicago Clinics, Chicago 37 


Board of Trustees 


Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 
A. C, Bachmeyer, M.D., ex officio (treasurer) 

Frank R. Bradley, M.D., Barnes Hospital, St. Louis 10 

en fares. R.N., Syracuse Memorial Hospital, Syracuse 10, 


John N. Hatfield, ex officio (past president) 

Rt. Rev. Msgr. John J. Healy, Director of Hospitals, Diocese of 
ee Rock, Little Rock, Ark 

A. McNamara, Executive Office of the President, Bureau of 

the Budget, Washington 25, D.C. 

F. Ross Porter, Duke Hospital, Durham, N. C. 

O. G. Pratt, Rhode Island Hospital, Providence 2 

Anthony J. J. Rourke, M.D., ex officio (president-elect) 

A. J. Swanson, Toronto Western Hospital, Toronto, Ont. 

Charles F. Wilinsky, M.D., ex officio (president) 

Lucius R. Wilson, M.D., Episcopal Hospital, Philadelphia 25 


Committee on Coordination of Activities 


Charles F. Wilinsky, M.D., chairman 
Edwin L. Crosby, M.D., Johns Hopkins Hospital, Baltimore 5 
John N. Norton Memorial Infirmary, Louis- 
e 3, a 
John H. Hayes, Lenox Hill Hospital, New York City 21 
Ritz E. Heerman, California Hospital, Los Angeles 15 
Jack Masur, M.D., ee of Medical Services, Public Health 
Service, Washington 25 
William S. McNary, Michigan Hospital Service, Detroit 26 
es hs Bt Snoke, M.D., Grace-New Haven Hospital, New Haven 
nn. 


Council on Administrative Practice 


Ritz E. Heerman, chairman | 

J. Milo Anderson, Ohio State University, Columbus 10 

Sister Celestine, R.N., Hotel Dieu, New Orleans 19, La. 

— _ Coon, M.D., State of Wisconsin General Hospital, Madi- 
Edward E. James, Manhasset, L. I., N. Y. 

David Littauer, M.D., Menorah Hospital, Kansas City 4, Mo. 

ie > gover. University of Kansas Medical Center, Kansas 


Hal G. Perrin, Bishop Clarkson Memorial Hospital, Omaha 2 


Ronald Yaw, Blodgett Memorial Hospital, Grand Rapids 6, Mich. 


Leonard P. Goudy, secretary, 18 E., Division Street, Chicago 10 


Council on Association Services 


Arden E. Hardgrove, chairman 

J. M. Crews, Methodist Hospital, Memphis 4 

James P. Dixon, M.D., Denver General Hospital, Denver 4 

Gordon W. Gilbert, St. Luke’s Hospital, Spokane 11, Wash. 

Gerhard Hartman, Ph.D., University of Iowa Hospitals, Iowa City 

Rt. Rev. Msgr. John Pg Mulroy, Director of Hospitals, Diocese of 
Denver, nver 4 

Donald M. Rosenberger, Maine General Hospital, Portland 4, Me. 

James W. Stephan, University of Minnesota, Minneapolis 14 


Richard D. Vanderwarker, Passavant Memorial Hospital, Chi- 


cago 11 


Council on Government Relations 


John H. Hayes, chairman 

Ray Amberg, University of Minnesota Hospitals, Minneapolis 14 

Rt. Rev. Msgr. John W. Barrett, Director of Hospitals, Archdiocese 
of Chicago, Chicago 5 

Ray E. Brown, University of Chicago Clinics, Chicago 37 

John B. Pastore 35 Hospital Council of Greater New York, 
New York City 

Leo G. Schmelzer, Asie Fe Memorial Hospital, Washington 1, D. C. 


Donald C. Smelzer, M.D., Hospital Planning Agency-Citizeng’ 
Conference, Philadelphia 7 : 
Whitaker, Emory University Hospital, Emory Univer. 
Ga. 
N. A. Wilhelm, M.D., Peter Bent Brigham Hospital, Boston 15 
Albert V. Whitehall, secretary, ee Service Bureau, i K 
Street, Washington 6 


Council on Hospital Planning and Piant Operation 


Jack Masur, M.D., chairman 
I. E. Behrman, Newark Beth Israel Hospital, Newark, 8, N. J. 
J — - — M.D., Hospital for Joint Diseases, New York 


N. E. Hanshus, Luther Hospital, Eau Claire, Wis. 

Reid Holmes, North Carolina Baptist Hospitals, Winston-Salem 7 
Dorothy Pellenz, Crouse-Irving Hospital, Syracuse 10, N. Y. 
Lester E. Richwagen, Mary Fletcher Hospital, Burlington, Vt: 
Moir P. Tanner, Children’s Hospital, Buffalo 9, N. Y. 

W. L. Wilson, Mary Hitchcock Memorial Hospital, Hanover, N. H. 
Roy Hudenburg, secretary, 18 E. Division Street, Chicago 10 


Council on Prepayment Plans and Hospital Reimbursement 


Albert W. Snoke, M.D., chairman 

Madison B. Brown, M.D., Roosevelt Hospital, New York City 19 
John G. Dudley, Memorial Hospital, Houston 2 

E. I. Erickson, Augustana Hospital, Chicago 14 

Lee S. Lanpher, Lutheran Hospital, Cleveland 13 

Leo M. Lyons, St. Luke’s Hospital, Chicago 5 


Rt. Rev. Msgr. Geor 
of Charleston, en, S 

Melvin L. Sutley, Wills Eye Hospital, Philadelphia 30 

Maurice J. Norby, secretary, 18 E. Division Street, Chicago 10 


Council on Professional Practice 


Edwin L. Crosby, M.D., chairman 
Dean A. Clark, M.D., Massachusetts General Hospital, Boston 14 
— W. DeBusk, M.D., Lancaster General Hospital, Lancaster, 


Stuart K. Hummel, Silver Cross Hospital, Joliet, Ill. 
Kogel, M.D., Commissioner of New York 
Sister Loretto Bernard, St. Vincent’s Hospital, New York City 11 


George C. Schicks, Sc.D., H ital 
and Children, Newark 2 = of St. Barnabas and for Women 


J. Gilbert Turner, M.D., Hospital, Montreal 2 


G. -O. M.D., 
5 6. Call, Highland-Alameda County Hospitals, 


ae Uv. “Letourneau, M.D., secretary, 18 E. Division Street, Chi- 


Blue Cross Commission 
William S. McNary, chairman 


‘James vice chairman, Hospital Care Corporation, Cin- 


c 


Abraham Oseroff, treasurer, Hospital Se tts- 
burgh, Pittsburgh 22 p rvice Association of Pi 


E. Dwight Barnett, M.D., Harper Hospital, Detroit 1 

J. Douglas Colman, Johns Hopkins University, Baltimore 5 

Roger W. Hardy, Massachusetts Hospital Service, Boston 6 

N. D. Helland, Group Hospital Service, Tulsa 

MacLean, M.D., Strong Memorial Hospital, Rochester 

W. W. McCrary, Memphis Hospital marron. & Surgical Association, 
Memphis 


Carl M. Metzger, Hospital Servic New 
York, Buffalo 2 P e Corporation of Western 


E. ae Millican, Quebec Hospital Service Association, Mont- 


J. Philo Nelson, Hospital Service of California, Oakland 4 

Louis H. Pink, Associated Hospital Service of New York, New 
York City 16 

W. B. Seymour, M.D., University Hospitals, Cleveland 6 


R. S. Spaulding, New Hampshire-Vermont Hospitalization, Con- 
cord, N. H. 


Guy W. Spring, Blue Cross Hospital Service, Indianapolis 
Leon R. Wheeler, Associated Hospital Service, Inc., Milwaukee 3 
Richard M. Jones, director, 425 N. Michigan Avenue, Chicago 11 


Executive Staff 


George Bugbee, executive director 

Malcolm T. MacEachern,.M.D.,\director of professional ra 
Maurice J. Norby, assistant director 

Albert V. Whitehall, assistant dtrector 

John M. Sterm, editor 
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TEL-O-SEAL CONTAINERS . 

For I.V. solutions. Permits rou- 
tine sterility check during stor- 
age. period. Available in 350, 

500, 1000, 1500 and 2000 ml. 

sizes. 


POUR-0O-VAC CONTAINERS 

For sterile water and saline 
technics. Available in 350, 500, 
1000, 1500, 2000 and 3000 ml. 

sizes. 


AMP-0-VAC— 


_ © Fenwal representatives 


| Fenwal Equipment and Technics con 
ions in nthe: cost of intravenous 


FENWAL ASSURES SAFETY, 
ACCURACY AND CONVENIENCE . 


1 Standardized equipment and technics which cover 
every phase of I.V. therapy; sterile water procedure; 
preparation of antibiotics in solution. 


2 Specially designed Pyrex Brand glass containers 
from 75 ml. to 3000 ml. Six practical sizes that accom- 
modate interchangeable hermetic seals. 


3 .Reusable vacuum closures. 


4. Automatic washing and filling equipment and acces- 
sory apparatus. 


5 A background of 10 years of satisfactory operation 
in many leading hospitals throughout the world. 


FENWAL offers to hospital pharmacists, by virtue. 
of their scientific training, experience and position, 
the means of effecting substantial and immediate 
economies for affiliated hospitals... and in addition 
... the opportunity to enhance the prestige of their 
pharmacy services. 


Heavauarters FOR SCIENTIFIC 


4 are equipped to assist 
you in the selection, in- 
stallation and. operation 


: of equipment best adapt- mitting periodic withdrawals as 
ed to meet the volume required without exposing bal- 
requirements of your hos- ance of contents to air. Con- 


The Reusable Ampule 


Reduces the waste of novocaine 
and similar medications by per- 


tainer and hermetic closure 
may be repeatedly sterilized. 
Available in 75 and 150 ml. sizes. 
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HE MONTH was ushered in by 
the 3lst annual meeting of the 
National Health Council in New 
York City, attended by Executive 
Director George Bugbee and me as 
your representatives. As some of 


our readers know, the purposes of 


the National Health Council are, in 
substance, “‘to aid in the promotion 
of health throughout the nation 
through joint planning .. . and to 
bring about the coordination of all 
voluntary and governmental health 
efforts in the interest of efficiency 
and economy.” Its active members 
are the outstanding national groups 
engaged in the many and varied 
aspects of health service, and its 
advisory membership includes the 


United States Public Health Service 


and the Children’s Bureau. The 
meeting of the board of directors 
of the council was followed by an 
excellent luncheon and an after- 
noon annual meeting devoted to 
“Mobilization for Health Security 
—A Challenge to Seca: Health 
Agencies.”’ 


pha THE SPEAKERS were: Sur- 


geon General Leonard A. Scheele; 
Dr. Norvin Kiefer, director .of 
health services of the Federal Civil 
Defense Administration; Dr. 


George Lull, secretary and general © 


manager of the American Medical 
Association; Dr. G. Foard McGinnes 
for the Red Cross; Pearl McIver, 


possib 


Introducing the NEW 
INFORM CONTROLS 


_ AN AID IN CONTROL 
OF INFANT DIARRHEA 


Terminal processing of formula at 230° re- 
quires a time factor of 10 minutes. Such a 
short period is recommended because of 

fe damage to the milk. The danger 


14 


in use of such a short 10 minute exposure 
(general autoclaving requires 30 minutes) 
can be offset by use of new Inform Con- 
trols. Thus if the milk is slow in heating in- 
side the bottles Informs will tell you. If your 
autoclave is not highly efficient and ther- 
mometer is incorrect Informs will tell you. 


In general you will find Informs as neces- 
sary as Diacks because you are working on 
“the edge of sterilization". 


your dealer or— 
manufacturer 


SMITH & UNDERWOOD 
1845 N. MAIN ST., ROYAL OAK, MICH. | 


Sole Manufacturers Diack and Inform Controls 


Before 


chairman of the Joint Committee 
on Nursing in National Security: 
Dr. Harry Mustard, chairman of 


the Committee on Public Health: 


Defense Program, American Public 
Health Association, and others. 
Your representatives were unable 
to attend the dinner meeting which 
followed, at which time Detlev W. 
Bronk, Sc.D., president of Johns 
Hopkins University, and Dr. Robert 
Parry, Medical Officer of Health, 
Bristol, England, spoke. The reason 
for our failure to attend was the 
fact that Mr. Bugbee, John Hayes 
and I served as hosts at a planned 
dinner with the following repre- 


sentatives of the American Medical 


Association: Dr. Louis H. Bauer, 


chairman of the board of trustees; _ 


Dr. Lull, its secretary and general 
manager; and Dr. Thomas P. _ 
dock, one of the trustees. 


EVENING was devoted to a 
_ frank and honest discussion of mu- 


tual problems as well as issues re- 
quiring clarification. Advantage 


was taken of this friendly oppor- 
tunity for an analysis of those fre-. 


quent misunderstandings which are 
not predicated upon fact but, un- 


fortunately, built upon rumors and 


occasional errors of judgment. The 


need for working together in the 


common cause of better health care 
for the American people was agreed 
upon. With this laudable objective 
and great need in mind, the impor- 
tance of avoiding the creation of 
“mountains out of molehills’ was 
brought into focus. The friendly 
discussion furnished an opportu- 
nity for pointing out the need for 
the promotion of efficiency, econ- 
omy and dispatch in the conduct of 
hospital management and its rela- 
tionship to medical care. It was 
agreed that the human interests on 
the part of the hospital group must 
not blind us to the equally human 
reactions of our staff members. As 


_ already pointed out, the aim and 
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REG US PAT OFF. 


: Today, a completely new and 
vastly superior adhesive is available to you. 


It is prepared from a completely new formula. This adhe- 
sive contains the most expensive and highly refined 
ingredients purchasable. | 


Recent impartial skin tests show this new adhesive 


causes even less skin irritation than the regular Curity — 
brand formerly produced—the least irritating adhesive 


we have ever made. 


Curity laboratory technicians have been working con- 
stantly to develop this new and finer adhesive. 


There have been no restrictions as to cost or quality. 
The single goal has been ‘‘the finest adhesive modern 
science and processing techniques can produce.” | 


- 


Today, that goal has been met. 


The well-known Curity tackiness and adhesiveness 
have been improved! . . . yet these qualities have not been 
attained at the expense of any other qualities. It retains 
the same body for which Curity is noted . . . for easy ap- 
plication, freedom from wrinkling. | 


And this new adhesive is yours to use at the same cost, 


despite its costlier ingredients. 
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You can feel 
the difference 


the patient 
LOW COST 
EXPENDABLE 


KASLOW 


Stomach Tubes 


Plastic Levin Type 


Satin-smooth, transparent 
Greater patient acceptance 


Large inside diameter, small 
outside diameter 


Tasteless, odorless 
New smooth, molded tip 


Available from surgical 
supply dealers 


DON BAXTER, INC. 
Research and Production Laboratories 
Glendale 1, California 
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objective of this get-together was 
a search for a better understanding 


“give-and-take” policy which 


would redound to the benefit of all. 


The above-mentioned represent- . 


atives of the American Hospital 
Association attended the eighth 
meeting of the Inter-Association 
Committee on Health, held in New 
York City. Among the items dis- 


cussed were H.R. 910, the Nursing — 


Education Bill of 1951, the local 
health units bills, medical care of 
military dependents and other pro- 
posed legislation. 


I. ‘WAS MY PRIVILEGE during the 


week to be the guest speaker of 
the first of five planned luncheons 
sponsored by the Allied Jewish Ap- 
peal of Philadelphia. The session 
which I addressed had for its pur- 
pose fund raising to make possible 
the integration of a group of three 
hospitals in Philadelphia into one 
medical center. The opportunity 
was offered me to tell a little of the 
intriguing tale of hospital evolution 
in America and of the very signifi- 
cant part played by the Philadel- 
phia hospitals and, of course, to 
also tell the all important story of 


the American Hospital Association 


and its contributions during the 
present century which made this 


great expansion possible. I yield to 


no one in appreciation of the sig- 
nificant part played by our Asso- 
ciation in making possible better 
hospitalization for one and all. 

No small part of the pleasure 


which I derived from participation 


in this program was due to the 
presence of my friends, John Hat- 
field and Don Smelzer, who graced 
the head table in the capacity of 
sponsors of the occasion. My vanity 


was also stimulated by an oppor- 


tunity to perform on television, and 
I availed myself of these minutes 
to not only tell the story of the 
Philadelphia hospitals, but just 
what they implied as a protective, 
active, 24-hour service for the peo- 
ple of the Quaker City and its en- 


A N ADDITIONAL opportunity was 
afforded me to visit the very re- 
cently and most modern con- 
structed Hillman Men’s Apparel 
Industry Health Center located in 
Philadelphia. This is really a very 
lovely plant, made available for 


diagnostic purposes for employees 


of the above mentioned industry, 
I had occasion during the month 
to study the improved understand- 
ing between official and voluntary | 
groups in relation to better plan- 
ning for hospital care. I was in- 
vited, in a consulting capacity, to 
visit with the trustees of a member 
hospital of our Association desir- 
ous of necessary expansion and to 
meet and “break bread’’ with the 
mayor of the city. It was refreshing 
to find the chief magistrate of this 
community not only sympathetic 
to the city needs but willing to help 
make possible the financial support 
necessary for this expansion. 


My GOOD WIFE and I had been 
looking forward for more than six 
months to the opportunity to visit 
our dear friends and members of 


the Association from Texas, where 


we. were scheduled to participate 
in the annual meeting of the Texas 


Hospital Association. This was -to 


be followed by a trip to Los An- 
geles for the purpose of attending 
and participating in the annual 
meeting of the Association of West- 
ern. Hospitals. This was not to be, 
because of the very serious illness 
of a dear member of my immediate 
family. I cannot remember when I 
have ever looked forward to a trip 


more anticipation and eager- 


ness, and I can only express the 
hope that this opportunity may be 


afforded me in the not too distant 
future. The disappointment has 


been lessened by the very gracious 
way in which my friends in the 


~ above mentioned areas reacted to 


my obliged cancellation of my ac- 
ceptance of their kind invitations. 

Another important happening 
during the past month, here in 
Massachusetts, was a meeting on 
the state level in connection with 


- “third party” payments to hospitals 


in reimbursement for care ren- 
dered. The objective of the meeting 


was the development of an agree- 


ment for payment on the basis of 
the reimbursable cost formula, in- 
cluding depreciation as an accept- 
able factor in cost determination. 


HOSPITALS 


| 
| 
| 
| 
| 
| 
\{ 
| 
JUNE 
| 


we 


l 


A 


Supermix liquid chemicals 


ow preferred by thousands! 


** 


In its unique new container, Supermix is reaching new 


highs in popularity. And little wonder! You see, 
Supermix is the-same fine liquid film-processing chem- 


ical sold for years in brown glass bottles. Order a 


case of two today. Say goodbye forever to bulky, 
fragile bottles and the storage and breakage problems 


that go along with them. Order from the GE X-Ray 


office near you or from General Electric X-Ray Cor- 
poration, Dept. L-6, Milwaukee 14, Wisconsin. 


GENERAL ELECTRIC 
X-RAY CORPORATION 
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PRICES ARE STILL IN EFFECT 


The case price saves you 10% ! 


DEVELOPER 
makes 1 GALLON .........each $1.25 case of 12........$13.50 
GALLONS........each $4.50 case of 4.......$16.20 


REFRESHER 
makes 1 GALLON ........each $1.25 case of 12........$13.50 
makes 5 GALLONS.......each $5.25 case of 4........$18.90 
FIXER 


makes 1 GALLON ........each $1.25 case of 12........$13.50 
makes 5 GALLONS........each $4.50 case of 4........$16.20 
Prices subject to change without notice. 


EASY WAY TO ORDER — encircle item wantéd, clip to your 


prescription blank — and MAIL! 
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ON REVISING RATE STRUCTURES 


ITH OPERATING costs rising, 
W hospitals are being forced to 
a 


just rates accordingly. Four hos- 
pital executives tell below what 
factors influence their rate struc- 
tures as they answer the question: 
“If you were able to make a com- 
plete revision of your rate structure 
today, which of these factors would 
bear heavily on the establishment, 
respectively, of charges to private, 
semiprivate and ward patients: (1) 
Specific cost of each service; (2) 
rising proportion of contract pa- 
tients in general; (3) adequacy of 
Blue Cross, workmen’s compensa- 
tion and similar payments; (4) 


adequacy of payments for indigent 


care; (5) trend toward payment on 
a cost basis by government agen- 
cies, and (6) -charges of other 
— hospitals.” 


Prepayment important 
in hospital rate structure 


SINCE THE USE of Blue Cross 
and other prepayment plans are 


constituting such an increasingly - 


large proportion of our patient load, 
it would seem that the American 
public is definitely sold on ert 
and medical care 
insurance. If we 
are to be guided 
by past expe- 
rience, we must 
expect these 
plans to play a 
major role in the 
payment of hos- 
pital services, 
and for that rea- 
son, they must 
be considered an 
important factor 
in the further operation of hospi- 
tals. 

Of all prepayment plans, Blue 
Cross, of course, is the most prom- 
inent and potent. We are extremely 
interested, therefore, in the rela- 
tionship between the St. Louis Blue 
Cross and the local hospitals. 

We believe in the immediate fu- 
ture, Blue Cross can be underwrit- 


MR. COPELAND 


ing 80 to 90 per cent of our hospital 


load. We have every confidence in 
the St. Louis plan and the willing- 
ness of its governing board to listen 


sympathetically to our problems 
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and courageously undertake to 
help solve them, even at great cost 
to themselves. This attitude has 


' been demonstrated in the past and, 


we believe, foretells their future 
ability to satisfy our needs. Hospi- 
tal costs are brought about by con- 
ditions over which we have no con- 
trol. Adequate financing is our ma- 
jor problem today, and if we are 
to maintain our democratic way of. 
life, prepayment plans of all kinds, 
and voluntary prepayment non- 
profit plans in particular, should be 
encouraged to the utmost of our 
ability. 

Constant heckling for higher pay- 
ments by Blue Cross is not, in my 
opinion, the answer. Rather, we 
should give the matter deep thought 


and then go to the board with sound 


and feasible suggestions. 

Blue Cross boards, in most cases, 
are made up of successful business- 
men and women who can under- 


stand any situation sensibly pre- 


sented to them. I have every confi- 
dence that their response will be 
all that we could reasonably ex- 
pect. After all, they are interested 
in the same things we are, namely, 
good patient care and adequate fi- 
nancing.—C, E. COPELAND, superin- 
tendent, Missouri Baptist Hospital, 
St. Louis. | 


Specific cost of services 
determines rate policy 


IN SOLVING the rate problem, the 
specific cost of each service would 


bear heavily on the thinking and. 


action of the Rhode Island Hospi- 
tal. 


We just have gone 
through the rate a 
revising exercise 
with the follow- 
ing steps of ac- 
tion: 

1. The fiscal 
year begins on 
October 1 and 
ends on Sep- 
tember 30. 

2. The budget 
for the present 
fiscal year was 
developed dur- 
ing June and July and completed 
in August 1950. 


MR. PRATT 


government, and 
paying for care on a contract basis), 


3. A cost study by qualified ex- 
perts, based on audited figures for 
the fiscal year ending Sept. 30, 


1950, was available early in No- 


vember 1950. 

4. The budget previously pre- 
pared was adjusted upward 15 per 
cent in November because of three 


_ factors: 


(a) An across-the-board wage 
increase of 5 per cent coupled with 
the establishment of a new mini- 
mum wage of 65 cents per hour, 
- (b) Cost of social security. 


(c) An increase in cost of food | 


and other supplies. 

5. The result of these adjust- 
ments was a projected cost, for 
1951, 15 per cent higher than indi- 
cated by the cost study of 1950. 

_ 6, The board of trustees, recog- 
nizing the need for a rate struc- 
ture to successfully negotiate with 
third party payers (Blue Cross, 


adopted a policy of establishing 
rates in relation to costs. 

7. On the basis of this policy, the 
minimum semiprivate rate was es- 
tablished at the projected cost. The 
service ward rate was established 
at $2.50 per patient day less than 
cost because of the endowment 
funds available. Traditionally the 
hospital has had a below cost ward 
service rate, giving free service to 
the ward service patient. 

8. These new rates were deter- 
mined in November, announced 
early in December, and became ef- 
fective Jan. 1, 1951. With known 
costs and a sound rate structure as 
a basis, the trustees then took steps 
to make sure Rhode Island Hospi- 
tal would secure proper payment 
for care of the indigent, workmen’s 


compensation cases and Blue Cross 


subscribers. 

9. Rates of neighboring hospi- 
tals were available for background 
information. The Rhode Island 
Hospital rates, however, were es- 
tablished on the basis of projected 
costs and with the philosophy that 
Rhode Island Hospital is important 
to the people of the state.— OLIVER 
G. PRATT, executive director, Rhode 
Island Hospital, Providence, R. I. 


Cost should be basis 
of hospital charges 


LOCAL FACTORS have a predomi- 
nate influence in a complete revi- 


- gion of a-rate structure. The per- 


centage of service for which the 
hospital is reimbursed on a contract 
basis and the amount of free ser- 
vice financed by the “Robin Hood 
method (rates for pay patients high 
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enough to carry the charity load) 
are also contributing factors. 

In any case, cost should be the 
basis of a rate structure in order 
to justify our charges to the public 
and to avoid discrimination be- 
tween the bill rendered to the in- 


dividual patient and that rendered 


to a third party. If all local hospi- 
tals used this approach, all rates in 


the community would be on a uni- ) 


form and equitable basis. 
In establishing ward rates, the 


following three methods should be 


considered: 


1. Ward rates ata percentage be- 


low cost, the precentage to be in 
relation to the anticipated endow- 
ment income and other appropria- 
tions for free care. 

2. Ward rates at cost, making 
free work allowances based on the 
individual needs of each patient.. 


3. A combination of methods 1. 


ana 2. 
Rates for private patients should 


be based on cost, plus a percentage | 


to include payment of longterm 
obligations, a conservative amount 
for the capital needs of the hospi- 


powers 


F or most routine work, radiographs 
of excellent diagnostic quality can 
' be produced at less than half the 
usual cost with Powers X-Ray Paper. 


That is why more and more hospitals are using both paper and 
celluloid base film in their X-Ray departments. Techniques differ 
only slightly. No change in equipment is required. 


Proven in use for over 16 years, Powers X-Ray Paper may be used in 


any standard cassette. It comes in standard sheet 
sizes, or perforated rolls for use with the Powers 


Magazine Cassette. 


Let us show you in detail how you can effect high 
annual savings with Powers X-Ray Paper. Write 
for complete information and literature. 
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tal, and, in “Robin Hood”’ type hos- 
pitals, to provide for the budgeted 
amount of free service in excess of 


the amount of funds available for 


charity purposes. The “Robin 
Hood” method is not advocated, but 
if it is an irrevocable policy of the 
institution, then the fiscal officer 


must anticipate the financial strain. 


Experience alone will indicate 
the wisdom of reducing private 
rates, increasing the assessment to 
ward patients, or extending the 
payment of longterm indebtedness 
over a greater period of time, as 
it is quite possible to arrive at a 
point of diminishing returns by the 
excessive charges to private pa- 
tients. 

When rates are increased to pro- 
duce a desired percentage of addi- 


tional income, contract rates must 
be considered. A recent rate in- 
crease averaging from 15 to 20 per | 


cent actually produced only a 13 
per cent increase in income. 
Patients in the moderate income 
classification should be given pri- 
mary consideration. They realize 
that most of the hospital bills of the 
wealthy serve as an additional in- 
come tax deduction, and that the 
medically indigent are given best 
of service with unlimited drugs and 
antibiotics and often an _ over- 
abundance of diagnostic examina- 
tions. Our rate structure and free 
work programs must be planned 


with the moderate income patient 


in mind, and every assistance 
should be given in collecting what- 
ever form of hospital reimburse- 
ment may be available to him— 
JOSEPH W. HINSLEY, president, 
Louisiana Hospital Association. 


Rate structure influenced 
by variety of factors 


A REVISION of the rate structure 
of any hospital today is a complex 
procedure. The complexity is due 
to a variety of factors, such as cost 
of service, increasing proportion of 
contract and Blue Cross patients, 
inadequacy of 
government 
payments for in- 
digent care, and 
competition of 
neighboring 
hospitals. 

If hospital 
needed one dol- 
lar per day more 
in revenue from 
full-pay patients 
to operate with- 
out a deficit, it 
would .be simple if the hospital 
cons increase its charge to such 

. (Continued on page 160) 
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Tae QUESTION before the board is this: 
“Shall we equip our new hospital with in- 
dividual room temperature control?” So— 
if the doubtful gentleman says “No,” even 
With the best of intentions, he will be 
voting for false economy. Here’s why: 
As most hospital administrators know, 
itis becoming more and more routine in 
medical practice to give each patient the 
exact room temperature he needs to accel- 
erate his recovery — whether it’s 65° or 85°. 
This “prescription” can be filled only by 
installing a thermostat in every rodm. 
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will he cast his vote for false ec 


Which means, of course, that individual 
room temperature controls will soon be 
a “must” in modern hospitals. 

Clearly, the truly economical way is to 
install individual temperature controls 
when a hospital is being built. Because 
doing it later, as a modernization project, 
is sure to cost substantially more money. 


Honeywell 
Fouts in Controls 


MINNEAPOLIS-HONEYWELL REGULATOR CO. 
Minneapolis 8, Minnesota, Dept. HO-6-80 


Gentlemen: 


onomy? 


Honeywell —/trst in controls ~ offers 
many important features you'll want — 
including the only thermostat specially de- 
signed to meet a hospital’s special needs. 
We shall be pleased to give you complete 
facts and figures, showing what Honeywell 
Controls can do for you. Just call your 
local Honeywell office or mail coupon. 


Please send me literature and full details on individual room temperature control for hospitals. 


Name Title. ee 
Hospital Name Address 
City Zone State 
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Protein 


“Pick-me-up" 


an appetizing method of supplying the additional protein needed... 


| In pregnancy, especially during the last vlaesior, a protein intake of 

| at least 85 to 100 Gm. daily has been recommended.* 

) To supply high protein intake without bulk — in a pleasantly palata- 

ble food or drink — Essenamine may be incorporated in meat loaves, 

baked goods, milk, fruit juices. The granules may also be taken as is 
or with milk, cream and sugar. : 

Essenamine contains three to five times as much protein as meat. 

| 


Essenamine ‘’Pick-me-up”’ — the following eggnog recipe (just one of 
many in the Essenamine recipe book) macual 60.8 Gm. of — in 


iS an appetizing beverage: 
Eggs 2 | 
Essenamine 4 tablespoonfuls Combine all ingredients 
Sugar 2 tablespoonfuls } and whip in mechanical 
Vanilla extr. Few drops mixer or with egg beater. 


Milk cups 


| PROTEIN CONCENTRATE FOR ORAL U 


Supplied in three forms: 
Essenamine Powder (unflavored), 
7% and 14 oz. glass jars. 
Essenamine Compound Powder (vanillin flavor), 
7% oz. glass jars. 
Essenamine Compound Granules (vanillin flavor), p 


7% 02. glass jars. 
Essenamine, trademark reg. U. S. & Canada 
, ONT. 


*Gvuerriero, W.F.: Texas State Jour. Med., 45:274, May, 1949, New Yorn, N. Y. 
\ 
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| “THE HAPPINESS 


they bring is amazing” 


FLOWERS-BY-WIRE are the greatest cheer 

leaders in the world... they boost morale, 

help speed convalescence! F.T.D. FLORISTS | 
, assure their dewy-fresh arrival in attractive 

vases containing chemical “long life” water. 


_ No special handling necessary! 


FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION, 200 Lafayette Building, Detroit 26, Michigan 
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Medical staff organization 
It’ is common practice for the chairman 


of chief of staff as well? 

The chairman of the medical 
staff often serves also as chief of 
staff, but in larger hospitals it may 
be advisable to separate the ex- 
ecutive office of chairman or pres- 
ident from the clinical position of 
chief of staff. 

The chief of staff is responsible 
to the board of trustees. He sees 
that the medical or professional 
policies are properly carried out, 
that the professional work is kept 
on the highest plane of efficiency, 


and that all the work is under good . 


control and supervision. He also 
conducts the activities of the med- 
ical staff as to professional activi- 
ties, service assignments, teaching 
and other duties. Actually, he su- 
pervises all the professional poli- 
cies and work of the hospital. 

‘The chairman, or president, of 
the medical staff, calls and pre- 
sides at all meetings of the staff 


and is an ex officio member of all 


committees. While both positions 
often are held by one person, there 
seems to be a trend away from 
this, especially in the larger hos- 
pitals, because the functions of 
each position are different.—Dr. 
MALCOLM T. MACEACHERN. 


Borrowing from trust funds | 


We should like to borrow from our 
restricted endowment funds to temporarily 
finance our new hospital building. The 
amount will be replaced after we-close a 
drive to raise the necessary funds to fi- 
nance the building. Do the hospital’s 
trustees have the right to decide if such 
funds can be used for this purpose? 

It seems to me that this is a mat- 
ter for decision by your board of 
trustees, and in this regard they 


certainly must consider their re- 


sponsibility as trustees of funds as 
well as their responsibilities to- 
ward the hospital. I think that 
they might safely make the deci- 
sion if they were able to demon- 
strate clearly that the money could 
be borrowed elsewhere. In other 
words, if they had a firm offer 
from an insurance company or 
bank to loan the funds on mort- 
gage, then I would think it would 
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of the medical staff to hold the position 


be evident to most individuals that 
it would be equally satisfactory to 
finance such borrowing through 
the endowment fund. — GEORGE 
BUGBEE.- 


Post-retirement practice 


Is a doctor allowed to continue his 
hospital practice after his retirement? 

Usually the retired doctor is 
privileged to continue his profes- 
sional activities in the hospital to 
the extent of caring for his own 
patients or acting in a consulting 


capacity. He is invited to attend . 


all medical staff conferences and 
take part in deliberations. His long 
years of contact with the hospital 
may make him a valuable informal 
adviser to the hospital manage- 
ment.— Dr. MAaAtcom T. MaAc- 
EACHERN. 


Construction costs 


Before we proceed with slime to build, 
can you give us any information on 


hospital construction costs and any trends — 


that we should take into consideration? 
By early 1950, construction con- 


. ditions had settled down to the 


point where contracts in April and 
May were being let on favorable 
bases. By midsummer, construc- 
tion estimates had risen sharply 
and are still at a high level, Infor- 
mation I have is that whereas 
cubic foot costs had filtered down 
to an average of $1.60 in the spring 
of 1950, they are now being talked 
of in terms of more than $2 per 
cubic foot. 

These increases are not justified 
by increases in wages and materi- 
als, but in general they seem to 
represent, on the part of general 
contractors, insurance against in- 
creases and costly delays. Some 
architects believe that as federal 
controls curtail other types of 
building, contractors will be more 
eager to secure hospital work and 
competitive bidding will bring 
prices down below the current 
level. 

The first projects under the Hill- 


Burton Act were approved in the 


latter half of the calendar year 
1947. Construction costs have ad- 


vanced continuously since that 


time. During the beginning of the 
program the increase in cost was 


_ relatively moderate, totaling about 


9 per cent in nearly three years. 


' Since the outbreak of the Korean 


affair, however, construction costs 
have advanced more rapidly by 


another 15 per cent, in average, 


up to March of this year. 

The average cost of a fully 
equipped general hospital at the 
beginning of the Hill-Burton pro- 
gram was approximately $13,500 
per bed. By March 1951, the cost 
had increased to about $17,000 per 
bed for building, including all 
equipment, architect’s fee and su- 
pervision but excluding site cost. 
These are Public Health Service 
estimates. 

Whether this increase will con- 
tinue cannot be determined. To 
assure adequate financial support 
for a hospital project, it may be 
advisable to consider a possible 
further increase in cost of about 
4 per cent during the remainder 
of this year.—Roy HuDENBURG. 


Social security payments 


Should the hospital’s portion of social 


security taxes be charged to an adminis. 
trative expense account or to the individ- 
ual departments in which the employees 
work? 

Such payments should be 
charged to an administrative ex- 
pense account. 

If you are using the uniform 
classification of accounts, recom- 
mended by the American Hospital 
Association, this particular ex- 
pense item should be charged un- 
der account 610-3, Insurance and 
Bonding. If the amount is sub- 
stantial, you might want to con- 
sider setting up a separate sub- 
account, properly labeled, under 
account 610-3. 

There are times, of course, when 
one would like to know which 
specific departments are truly re- 
sponsible for expenses of the hos- 
pital and the total costs applicable 


:to any given department in the 


hospital, but we feel that such in- 
formation can be obtained period- 
ically under a cost analysis of the 
hospital’s operations rather than 
by attempting, in the general 
books of account, to charge all 
overhead expenses directly to reve- 
nue-producing departments o 
cost centers.—WILLIAM H. 
KEY, JR. 


"Members of auxiliaries 


Should the wife of a doctor take part 
in a hospital auxiliary and should she 


hold office in the auxiliary? 


This question, like many others, 
must be answered on a local level; 
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NURSERY 


Terminal sterilization reduces 
the danger of human error 


TO HELP PREVENT the spread of _bacteriologically safe formula... closes 
infection from Formula Room to __ this path of infection. For helpful infor- 
Nursery, make Terminal Sterilization mation about Terminal Sterilization 
standard procedure in the preparation and how it can serve your hospital... 


of infant formula. This newer, safer write to Pet Milk Company, 1480-F 


* technique produces and maintains Arcade Building, St. Louis 1, Missouri. 


SERVING THE Pet Milk Laboratories conducted 


PROFESSIONAL MEN AND original research that played a 
WOMEN WHO PROTECT vital part in the development of this 
THE NATION'S HEALTH newer, safer technique. 


PET MILK COMPANY, 1480-F ARCADE BUILDING, ST. LOUIS 1, MISSOURI 
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that is, it must be determined by 
the individual and her interest in 
the hospital. The auxiliary wants 
a woman who is interested and 
willing to work. What her husband 
does for a living has no ee on 
the matter. 

If a doctor’s wife is a good, de- 
pendable, enthusiastic worker, I 
see no reason why she should not 
hold office in the hospital auxiliary. 
In some communities, however, 
professional jealousies may make 


her position awkward. There, as - 


always, you must consider the wel- 
fare of the hospital. 

A woman who has the objectives 
and ideals of the hospital auxiliary 
instilled in her, who gives freely 


_of her time, talents and funds to . 
advance its work, would never hes- 
itate to step aside and go “unre- 


warded” for her work if such jeal- 
ousies exist—Mrs. L.L.D. TUTTLE 
and ELIZABETH M. SANBORN. 

Price controls 


It seems to us that there are some 


confusing paragraphs in the Office of 


BARD © U.S.C.L. 


WOVEN CATHETERS: 


UROLOGICAL 


C.R.BARD, Ine. Summit, N.J. 


Distributors for 


UNITED STATES CATHETER and INSTRUMENT CORP. 


Price Stabilization’s Price Regulation 11, 
dated March 13. This order tells restau. 
rants how to establish céiling prices. We 
do not understand fully how this affects 
hospital food service. Can you explain it? 


The order listed four exemp-. 


tions from price controls: (a) Hos- 


pitals (except that food items and 


meals served to persons other than 
patients for a separate charge are 
subject to the order); (b) educa- 
tional and fraternal organizations 
(nonprofit); (c) charitable, reli- 
gious or cultural organizations 
(nonprofit); (d)} armed forces eat- 
ing cooperatives (nonprofit). Your 


confusion arises because nonprofit 


hospitals might claim an exemp- 
tion under (a) or (c). 

Closer examination of this 
clause, however, would indicate 
that the exemption under (c) ap- 
plies to all meals, whether for pa- 
tients or not, and* whether for a 
separate charge or not. Only non- 
profit hospitals can qualify for the 


exemption under (c). On May 8. 


the regulation was amended to 
limit the application of (c) to hos- 
pitals exempt from income tax 
under Section 101 (6) of the In- 
ternal Revenue Code. 

On the other hand, all hospitals, 
whether nonprofit, tax-supported 
or proprietary, may claim the ex- 
emption under (a), but this ex- 
emption is limited to meals served 
to patients as part of the hospital’s 
regular service charge. As for 
meals served to nonpatients and 
charged separately in such hospi- 
tals, the rules outlined in Ceiling 


Price Regulation No. 11 would ap- - 


ply.—ALBERT V. WHITEHALL. 


Admitting and public relations 


We are interested in knowing whether 
the Association has a film showing the 
procedures and problems connected with 
the admission of patients. 

Although not dealing specifically 
and completely with admitting 
procedures, “As Others See Us” is 
an excellent film for portraying 
the right and wrong ways of treat- 
ing patients, from the time of ad- 
mission until their discharge. 

Because the film is several years 
old and the styles iff women’s 
fashions change and so date the 
film, we have thought that “As 
Others See Us” might cease to be 
popular. The principles of courtesy 
and consideration are so dramatic- 
ally presented, however, that sec- 
ond and third bookings are com- 
mon and requests come even from 
abroad. 

The rental charge is $4 for two 
weeks.—HELEN T. YAST. 
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“Some doctors, singly or in groups, even threaten 
openly to sabotage the plan by unnecessary hos- 
pitalization of Blue Cross patients... 

“Play fair with Blue Cross and Blue Cross will 


play fair with you and with your patient, and will 
help to ward off the socialization of medicine. Blue 
Cross protects the medical profession and one 
American in every four.” But... | 


_ Who protects Blue Cross against abuses? 


Nit DOWN! You’re rocking the 


boat! And in time you’re go- 
ing to capsize it if you and your 
patients. continue to abuse Blue 
Cross and other health insurance 
plans—plans, which, by the way, 
have played so important a role 
in holding in check the persistent 
efforts of the zealots of the social- 
ization of medicine, and which can 
be expected to continue to play 
this supportive role if—and that is 
a big “IF.” 

And if you do not believe that 
there are abuses of the services 
provided by these plans—gross, 
flagrant, unethical, dishonest, and 
very expensive abuses—by both 
the patient and his doctor, just 
devote a moment to the following 
cases listed below. (Parenthetical- 
ly we would add that on the whole, 
abuses are infrequent but they are 
proving very costly and they as- 
sume various forms.) These in- 
stances are cited by the executives 
and the medical referees of Blue 
Cross. 


CASES OF ABUSE 
» There is reported the case of a 


subscriber hospitalized with sev- 


eral diagnoses, any one of which 


might justifiably have required — 
Surgical interference. Full bene- 


fits were authorized in good faith 
by Blue Cross. No follow-up check 


Was deemed necessary and no in- 


formation was forthcoming as to 
developments. until the hospital 
submitted its final bill. Investiga- 
tion revealed that the patient had 
been hospitalized more than two 


Dr. Sherrick is a member of the medi- | 


cue of the Peralta Hospital, Oakland, 
age Was reprinted from the 
ulletin e 

Medical Association, April 1951 
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Alameda-Contra Costa 


JOHN W. SHERRICK, M.D. 


months, during which time the 
most outstanding treatment car- 
ried out consisted of a proctoscopic 
examination followed by hemor- 
rhoidectomy. The total bill for 
hospitalization was almost $1500. 

A second example is that of a 
male patient admitted to hospital 


exploratory neck surgery—re- 


moval of a parathyroid tumor and 
lymph node biopsy. When the hos- 
pital bill was submitted to Blue 
Cross, it was found that the man 
had been hospitalized for 29 days 
and that the surgery had been 
delayed until his twentieth day in 
the hospital (oddly enough, just 
one day before the expiration of his 


21 days full hospital service bene- 


fits). One wonders if possibly sur- 
gery could and would have been 
carried out more promptly had the 
patient been meeting the cost him- 
self. 


The records reveal instances, . 


too, in which patients are hospi- 
talized with a diagnosis clearly 
intended to mask the true condi- 
tion, which is not covered by Blue 
Cross contract. : 

Seme doctors, singly or in 


groups, even threaten openly to 
. sabotage the plan by unnecessary 
hospitalization of Blue Cross pa- 


tients because they are incensed 
over certain non-coverage clauses. 
Blue Cross covers certain surgical 
procedures done in the office but 
does not pay for pathological study 
of such tissues removed. Such 
instances of dissatisfaction are 
known. Again, some are incensed 


(surely unthinkingly ) because cer- 
tain conditions become coverable 
only after the contract has been 
in effect a specified time. As an 
example, pregnancy becomes cov- 
erable only after ten months. Or 
some are dissatisfied because they 
just don’t know what services are 
covered by Blue Cross and what 
are not. And so on and on. 


PROTECTION NEEDED 


Blue Cross protects 40,000,000 
Americans—one person in every 
four. In the face of the cases re- 
ported above, the question arises 
‘Who protects Blue Cross?” This 
question is of great importance to 
all members of the medical pro- 
fession, since the future and the 
success of voluntary prepayment 
medical care plans in general rest 
in the hands of doctors. The con- 


tract in any plan is specific in its 


services and in restrictions. 
Specifically, Blue Cross. writes 
many different contracts which 
provide widely different benefits 
in connection with hospitalization 
for surgical procedures, obstetrical 
problems and medical care. The 


contracts differ widely in their 
actual provisions for stay in hos- 


pital. Therefore, because of these 
differences, when patients pose the 
question, ‘‘Will Blue Cross pay for 
this?” it would seem advisable for 
doctors to refer them to the claims 


department of Blue Cross for ac- 


curate information. We would re- 
mind doctors, however, that Blue 
Cross never provides hospitaliza- 
tion for diagnostic studies, pul- 
monary tuberculosis, medical ob- 
servation, mental diseases, rest 
cures, dental extractions. Certainly, 
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judging from present trends, one 
must conclude ‘that most physi- 
cians are totally unfamiliar with 
contract details. 

When a doctor prescribes hos- 
pitalization he refers the patient 
to a hospital and Blue Cross pays 
the bill. It does not question 
through lengthy questionnaires the 
recommendation of the physician. 
It thus places its very existence 
in the hands of the medical pro- 
fession. In turn, it must depend 
upon doctors for protection against 
possible abuse. It is as simple as 
that. 3 

If abuses are permitted to con- 
tinue, they will doom the volun- 
tary prepayment systems of med- 
ical care by making them too 
expensive for people in the low 
income brackets. It is regrettable 
that many doctors fail to realize 
this threat and often, wittingly or 
unwittingly, are active instigators 
of, or are participants in such 


included, are under the erroneous 
impression that health insurance 
actually lowers the cost of hospital 
care. It does not; it cannot lower 
it one penny. It serves merely to 
spread such cost. Therefore, the 
greater the cost that needs to be 
spread, whether this be due to 
abuse of the contract provisions 
or to some other factor, the higher 
the rates for such protection will 
climb, until finally they are be- 
yond the ability of all except the 
well-to-do. 


SMALL RESERVE ONLY 


Let us remind you of just one 
important detail of the inner work- 
ings of Blue Cross. Blue Cross sets 
aside only two or three cents of 
the subscriber’s dollar for’a re- 
serve. Therefore it cannot conceiv- 
ably absorb the cost imposed by 


abuses of its contract. Hence, if. 


the standard of service provided 
is to be maintained, it can be done 
so only by raising the subscriber’s 
rate. The ultimate result, as 


already outlined, will mean an in- 


crease of rates to a point that is 
prohibitive for low income brack- 
ets. If this occurs, it can mean one 
thing and one thing only. It means 
that the United States can be 


forced into compulsory health in- 


surance by the demand of these 
low income groups who make up 
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Many people, doctors © 


the majority of our populations. 

It will avail us nothing to main- 
tain that compulsory health insur- 
ance will be more costly than 
voluntary, nonprofit, prepayment 
plans. We know that to be true— 
but a different group of people 
will be carrying the financial bur- 
den of compulsory health insur- 
ance. The poor can vote even if 
they cannot afford Blue Cross or 
an allied form of medical and hos- 
pital care. 

Manifestly only the attending 


physicians can decide whether — 


hospitalization is warranted in any 


- given case, or whether necessary 
study and treatment can be car- © 


ried on outside the hospital. Obvi- 
ously, as stated in the contract, it 
is unethical and it is unfair to 
other doctors, for a physician to 


- prolong needlessly the stay of the 


patient in the hospital or to hos- 
pitalize the patient for diagnostic 
procedures because he is a member 
of Blue Cross or an allied plan and 
it appears that he won’t have to 
assume payment of the bill. 

To reiterate: 

1. Don’t forget that Blue Cross 
writes many different types of 
contracts which provide widely 
differing benefits. Familiarize your- 
self with Blue Cross coverage. 

2. Don’t forget that Blue Cross 
does not provide hospitalization 


for diagnostic studies, medical ob- 
_ servation, pulmonary tuberculosis, 


mental diseases, rest cures, dental 


‘extractions. 


_ 3. Don’t hospitalize patients for 


care that can be carried out in the | 


office or in the home. 


4 Don’t prolong hospitalization 
needlessly as a convenience and 


saving, etc., to the patient. Don’t 
delay treatment. Cooperate with 
Blue Cross and with the hospital 
in their effort to serve the public, 
5. Don’t hospitalize patients on 
a subterfuge as a mask to a con- 
dition not coverable in the Blue 
Cross contract. | 
6. Be sure that your patient 
understands whether he is covered 
by Blue Cross. Protect the inter- 
ests of your patient in every way 
that is honorable, but don’t sabo- 
tage Blue Cross and allied plans. 
7. Play fair with Blue Cross and 
Blue Cross will play fair with you 
and with your patient, and will 
help ward off socialized medicine. 
Blue Cross protects the medical 
profession’ and one American in 
every four. But who protects Blue 
Cross against abuses? The answer 
lies in the hands of physicians. The 
future of medical and hospital care 
in the United States is at stake. 
Each of us must deal with this 
ee by his own con- 
science. 


OFFICIAL CALL 
Convening the House of Delegates and Assembly 


Under the authority of the By- 


- Laws of the American Hospital 


Association and by direction of 
Charles F. Wilinsky, M.D., presi- 
dent, I, George Bugbee, secretary 
of the House of Delegates, hereby 
issue this, the official call to the 
members of the House of Dele- 
gates to convene at St. Louis, Mis- 
souri, on Sunday, September 16, at 
9:30 a. M., at the Jefferson Hotel, 
for the transaction of the business 
of the Association, to receive the 
reports of the several councils and 
committees, to consider resolutions 
presented, for the election of offi- 
cers, for the consideration of new 
business, and of any other mat- 
ters pertaining to the Association 


brought to the attention of the 
House of Delegates by the presi- 
dent, the members of the Board of 
Trustees, or the members of the 
House of Delegates. The House of 
Delegates will recess, reconvening 
on Wednesday, September 19, at 


8 P.M. 


' There will be one general ses- 
sion of the Assembly, at the Jeffer- 
son Hotel, on Wednesday, Septem- 
ber 19, at 8 P. M. 

Accomplished at the offices of 
the American Hospital Association, 
18 East, Division Street, Chicago 
10, Illinois, this sixteenth day of 
May, 1951. 

(Signed) GEORGE BUGBEE 
Secretary 
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A hospital safety committee that works 


HE GALESBURG Cottage Hospi- 
tal Safety Committee came 
into existence following last year’s 
Mercy Hospital fire in Davenport, 
Iowa. Although the. Effingham fire 
had caused great concern, the Dav- 
enport fire was more real since it 
was closer to home. The possibility 
of a disastrous fire in our hospital 
seemed to be much greater than 
New recommendations for safe 
practices in the operating rooms 


called attention to the need for pro- - 


tection from a hazard other than 
fire. Increasing reports of accidents 
to patients, visitors and employees 
indicated that something should 


be done to provide for greater 


safety from all hazards in the hos- 
pital. | 

No safety campaign could be 
successful without the full cooper- 
ation of all the employees. Any 
course of action planned by the 
employees themselves would be 
more effective than one sent to 


them in the form of an order. For 
this reason, an employees’ safety 


committee was organized. 

It held its first meeting in Janu- 
ary 1950 with 25 persons present, 
Who represented every division 


and department in the hospital. The | 


Miss Erickson is the administrator of the 
Galesburg Cottage Hospital, Galesburg, II. 
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group included the administrator; 
the anesthetist; a staff nurse or a 
supervisor from every nursing de- 
partment; the director of nursing; 


several aides and the evening or- 


derly; the housekeeper, her assist- 
ant and three maids; the dietitian 
and three kitchen people; the x-ray 


‘technician; the laboratory techni- 


cian; the laundry manager and 
washerman, and the daytime tele- 
phone operator. The hospital ad- 
ministrator was chairman and pre- 


sided; the anesthetist was appoint- 


ed committee secretary. 


FIRE REGULATIONS ADOPTED 


The committee first investigated 
safety regulations for hospital. pa- 
tients in the event of fire. After a 
general discussion, the framework 
for the regulations was agreed upon 
and assigned to a subcommittee for 
completion. 

The final rules covered the need 
to prevent panic, how and to whom 
the fire was to be reported, the 
need of closing windows and doors, 


the designation of who was to be in 


charge of the hospital, the listing 
of the responsibilities of all non- 


professional departments, and the 
indication of how and to where pa- 
tients were to be moved if evacua- 
tion was ordered. The regulations 
as finally adopted were printed in 
the employees’ handbook along 
with the personnel policies and dis- 
tributed to all employees. 


FIRE FIGHTING 


The committee members then 
were assigned the task of determin- 
ing what fire fighting equipment 
was available in all departments, 
where it was and where the fire 
exits were. In reporting the loca- 
tion of fire extinguishers, it became 
evident that the laundry people 
might need to know where the ex- 
tinguishers in surgery were locat- 
ed and that the surgery people 
might find it necessary to know the 


- location of the extinguishers in the 


basement storerooms. The kitchen 
people did not know that the fire 
escape from surgery led to the roof 
of the nurses’ home, into’the pent- 
house and down the fire stairs. 

A tour of the hospital was held 
for the safety committee to note 
the location of the fire fighting 
equipment and the fire exits. In 
turn, each committee member be- © 
came responsible for conducting 
the same tour for each member of 
his or her department. This tour ° 
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- became a required part of the in- 


troduction of a new employee to 
the hospital. | : 

The city fire chief appeared at 
the next committee meeting, com- 
mended the group on its work and 
approved the fire regulations as 
drawn up. He explained the func- 
tion of the city fire department and 


_ the use of various kinds of fire ex- 


tinguishers. 
OTHER HAZARDS 


Attention was then turned to 
hazards other than those arising 
from fire. A report of accidents to 
employees and patients in the pre- 
vious year was presented. Broken 
glass in the dishwashing water, 
broken ampoules on the hypoder- 
mic trays, broken glass in waste 
paper—these had caused injuries 
to some employees. Catgut tubes, 
medicine vials, connecting tubes, 
drinking tubes and even sherbet - 
and drinking glasses had found 
their way down the laundry chutes, 
causing the laundry people no end 
of trouble. To date this hazard of 
foreign items in the dirty linen has 
not been entirely eliminated, in 
spite of the fact that the safety 
committee has tried- various meth- 
ods to combat it. 

Other hazards included liquids 
spilled on the floors, on which 
someone could slip; mop buckets, 
chairs and carts left in traffic lanes; 
protruding objects such as gatch 
cranks and base supports of bed- 


side screens; objects which could | 


fall from high shelves; a defective 
ladder that had collapsed under an 
employee, and fans which had been 
placed in precarious positions. 
Burns from the autoclaves. and 
from the cook stoves were also fre- 
quent occurrences. 

To highlight the hospital hazards, 
the movie, ‘Diagnosis Danger” was 
shown to all employees. There was 
much interest manifested in it. The 


morning after the movie, the dieti- . 


tian found neatly piled on her desk 
a large collection of chipped china 
that no one had noticed before and 
that had been in daily use. 


SAFETY CODE 


How could all this information 
about what had caused injuries to 
the employee best be used to help 
prevent such injuries from occur- 
ring in the future? The possibility 

- of summarizing the pertinent points 
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into some sort of a code was con- 


- sidered. Using as a basis the term 


paper of a nursing supervisor, who 


- was a member of the safety com- 


mittee and had been attending a 
university extension class held at 
the hospital, a safety codé was writ- 
ten and offered to the committee 
for consideration. It was felt that 
we should have a general hospital 


- safety code that would highlight 


the main factors in providing safe- 
ty. Then, departmental codes would 
give specific techniques and rules 
for implementing the general code 
in the separate departments. 

The general code for the hospi- 
tal, which was printed not only in 
the employees personnel policies 
handbook but also with the fire 
regulations in a separate booklet 
for distribution to the private duty 
nurses, was as follows: 

|. Be safety minded. Prevent at- 
cidents. Prevent fire. 

2. Use equipment that is in good 
repair only. Report defective equip- 
ment to supervisor or department 
head immediately. DO NOT TAKE 
A CHANCE. 


3. Use mechanical equipment 


only if you understand how. If you 
don’t know — ASK —rather than 
hurt yourself or someone else. 

4. Keep floors and stairs safe for 
everyone—wipe up spillage right 
away, keep corridors clear, keep 
doorways clear, report loose tiles, 


keep floors underwaxed. Place all 
fans and electrical equipmen: in 
such a way that they will not tip 
and that no one will trip on the 
cords. 
5. Prevent injuries from broken 
glass—by handling all item: of 
glass carefully to prevent breakage, 


by keeping broken glass from be- 


ing hidden in trash, in linens, in 
dish water, in paper—by using 
items other than glass whenever 
possible. 

6. Consider all sharp items such 
as knives, scissors, razor blades and 


needles as potentially dangerous 


to you, and handle them carefully. 

7. Do your job the safe way 
rather than the quick way. Use 
ladders for climbing rather than 
a wobbly box, walk instead of run, 
get help to lift heavy objects or pa- 
tients, use a dolly or truck instead . 
of lifting a heavy item yourself. 
Protect yourself and others from 
injury by securing elevators prop- 
erly before getting in or out. 
_ §. Remember any thing that is 
hot may burn you or someone else. 
Protect yourself and others prop- 
erly. : 
9. Remember jokes and _ horse- 
play may cause injury to others. 
Don’t be guilty of hurting others, 
even in fun. 

10. Report all injuries and acci- 
dents immediately. Lessons learned 
may save someone else. Unattend- 


EVACUATION of patients in the event of fire is a prime consideration of 
project. Above, committee members are shown how. to make a stretcher out of 


any safety 
bed clothes. 
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‘injuries “may “cause serious tal either before a year goes by or What to do between mid- 


trouble later. 

After the adoption of the safety 
code, all hospital accidents to em- 
ployees, patients and visitors were 
reported to the safety committee, 
which determined what part of the 
code had been violated. There has 
been a very marked decrease of ac- 
cidents to employees since the safe- 
ty committee has turned attesuee 
to this 


SAFETY INSPECTION 


It was evident in our investiga- 
tions that some of the hazards 
which existed were due to inade- 
quacies in the hospital physical 


plant and physical equipment. How 


was the safety committee going to 
find these inadequacies? Each com- 
mittee member would be willing to 
check his or her department, but 
how could the committee be sure 
that all hazards would be found? 
It was finally decided that a check 
list be made to standardize the 
safety inspection. 

Five individual lists were de- 
vised so that a separate one would 
be used to check the patients’ 
rooms, the work rooms, the waiting 
room areas, the offices and the cor- 
-ridors. A check list was labeled for 
every room, office and corridor and 
every part of the hospital, and this 
was given to the members of the 
safety committee. The lists asked 
such things as the condition of. the 
walls, the windows, the floors, and 
electrical appliances. 
_ The safety inspection discovered 
such hazards as non-metal waste 
baskets, frayed electrical cords, im- 
Properly covered electrical outlets, 
dangling light fixtures with ex- 


posed cords, stairs (including those 


leading to the front- entrance of 
the hospital) without hand rails, 
broken window sash cords,- win- 
dows propped up with a stick, 
cracked plaster about to fall, stick- 
ing dresser and cabinet drewetd, 
and flammable chemicals placed in 
bottles. 
_ A master list of corrections that 
needed to be made was compiled 
from the completed check lists. 
Enough time has not elapséd as yet 
to have allowed the hospital main- 
tenance department to complete 
the corrections. The check list will 
used again by the safety com- 
mittee to recheck the entire hospi- 
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if the corrections are completed 
soon. 


FIRE DRILLS 


It seemed time to turn attention 
again to fire hazards. There had 
been some discussion regarding the 
fire drill outside of the safety com- 


mittee meetings. Some felt that fire | 


drills would frighten patients and 
interfere with hospital routine and 


that drills held in the daytime 


would not represent what might 
happen at night. 

The matter was presented to the 
safety committee, which unani- 
mously decided in favor of the drill. 
It was decided that it would be held 
between 1 and 2 P.M. during fire 
prevention week in October but 
that only the administrator. would 


_ know the exact day. The rules cov- 


ering the fire drill were to be pub- 


lished in the employees’ newspa- — 


per. The city fire chief agreed to 
appear at the hospital on the day 
of the drill. The date was then set 
by the administrator and the drill 
was called. Later, the fire chief was 
most complimentary in his remarks 
about the hospital fire drill in his 


report about Fire Prevention Week 


activities in a local newapaper arti- 
cle. 

The safety committee 
the fire drill thoroughly and found 
some inadequacies. It agreed that 
regular fire drills should be held 
at odd hours and at unanticipated 


THE hospital safety code is subliched in 
both handbooks distributed to the employees. 


night and 7 A.M., when there was 
only one man on duty in the hos- 
pital (and he in the boiler room) 
and when the rest of the staff con- 
sisted of less than 24 people was a 
real problem. 

Since student nurses live in the 


building adjacent to the hospital, 


it was felt that they should -be 
roused to determine how long it 
would take them to appear ready 
to help with patient evacuation. 

When the night fire drill was 
held, seven minutes elapsed be- 
tween the time the drill was called 
at 1:30 a.m. and the time all the 
student nurses had reported to the 


hospital. 


DEMONSTRATION CLASSES 


Concern was also voiced that 
the kitchen, housekeeping and 
laundry people might not be of too 
great help in evacuating patients, 
because they did not know how to 
handle them. So the safety com- 
mittee asked that a demonstration 
be held, showing how to get a pa- 
tient out of bed and how to lift and 
carry them. After that demonstra- 
tion, the committee decided all 
nonprofessional help should attend 
classes in which these lifts and car- 
ries could be demonstrated and 
practiced. 

After one year of regular month- 
ly meetings, the Cottage Hospital 
Safety Committee is very pleased 


with its activities. A monthly re- 


port of the committee activities, 
written by the secretary, has ap- 
peared in the employees’ newspa- 
per; a safety inspection of the hos- 
pital has been completed; fire drill 
regulations and rules for the safety 
of the patient in the event of fire 
have been adopted; a safety code 
has been accepted, and injuries to 
employees have decreased mark- 
edly. | 


FUTURE PLANS 
For the future the committee 


plans to complete the lift and ear- | 


ry classes for all employees; to hold 
regular fire drills (perhaps every 
other month); to reinspect the 
hospital for hazards to determine 
whether new employees are aware 
of their responsibilities, and to keep 
ever before them our objective of 
making the hospital a safe place 
for patients, visitors and employ- 
ees. | 
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MAP OF DETROIT shows the location of the U. S. Marine Hospital (right enites) in relation to other hospitals and industrial areas. 


The U. S. Marine Hospital at Detroit has 
drawn up a sound, well-planned procedure 
to be put into effect in case of disaster. 


Preparing the hospital for CATASTROPHE 


JAMES R. SHAW, M.D., AND GEORGE A. SHIPMAN, M.D. | 


HE DISASTER PLAN at the 250- 

bed U. S. Marine Hospital in 
Detroit is dedicated to the hope 
that it will never have to be used. 
It was drawn up soon after the 
outbreak of hostilities in Korea 
with the full knowledge that it is 
manifestly impossible to foresee 
and plan for all eventual situations. 
Therefore the plan is considered as 
being fluid and will require contin- 


Dr. Shaw is medical officer in charge and 
Dr. Shipman is chief of the department of 
radiology, 
The disaster plan described here was drawn 
up my a tastrophe Committee of which 
Dr. manga is chairman. Others on the 

ee are Victor F. Serino, adminis- 
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Marine Hospital, Detroit. 


uous alterations, additions, expan- 
sion, or contraction in order to 
meet a disaster of any magnitude. 

The committee that drew up 


this plan believes that it will serve 
~ as a guide for initiating operations 
‘ in the event of an emergency and 


that it will aid greatly in avoiding 
the confusion born of uncertainty 


and unpreparedness. Such confu-— 


sion at the time of emergency 
would itself be catastrophic. 
Our Catastrophe Committee, in 


drawing up this plan, assumed that | 


the city of Detroit might suffer a 


major atomic disaster, which would 
produce 100,000 casualties. Of 
these, 25,000 would be referred to 
Detroit hospitals for emergency 
hospitalization and treatment. 

It has been assumed: a 


» That all casualties will be deliv- _ 


ered to the hospital. 
» That all casualties will have been 
cleared through a first-aid station. 


> That the ‘hospital will be expected 


to function without additional sup- 
plies for the first six to eight hours 
after the disaster. | 

» That evacuation of patients from 
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the hospital area will be provided 
for by the Civil Defense Adminis- 


tration as required. 
} That advice on sanitation will be 
available from oe civil defense 


agency. 


That welfare service, notification — 


of relatives of deceased, advice and 
information to relatives, and sim- 
ilar functions will be provided for 
by the CDA through liaison with 
the hospital. 

That recruitment and training of 
additional help will be forthcoming 
if required. 

» That traffic outside of the hospital 
will be controlled and coordinated 
with the hospital plan of operation. 


» That the target for the expansion. 


of the U. S. Marine Hospital, De- 


troit, will be a minimum of four. 


times its normal capacity. 
) That a minimum of 75 per cent of 
resident hospital patients will be 
discharged or evacuated immedi- 
aely after the disaster. 
Throughout the entire plan, the 
importance of liaison with the civil 
defense agency is stressed and 
stressed again. The effectiveness of 
this liaison could mean sudcess or 
failure. 


PREPARATION FOR CASUALTIES 


Priority of activities: A list has 
been prepared, showing which 
rooms and areas must be cleared 


immediately after a disaster, to 


make space for emergency admin- 
istration and handling of casual- 
ties. Those responsible know ex- 
actly where tables, desks and 
equipment are to be placed for sup- 
plies, identification, patient records 
and examinations. 

An evacuation plan will go into 
effect, and everyone in the hospi- 
tal knows the order of evacuation; 
by wards and floors. 

Patients to be evacuated will 
aid in stripping their beds of linen, 
and each will be given only enough 
clothing to make him decent and 
keep him warm. Some patients will 
be able to volunteer their services 


for the emergency, and these will 


be sent to the personnel officer, 
who has been charged with the as- 
signment of volunteers as request- 
ed by the department heads. Pa- 
tients desiring to donate blood will 


be sent to the outpatient depart- 
ment. 


Clothes room activities: The clothes 
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room will receive a roster of pa- 
tients to .be discharged. At the 


onset of the disaster, those in 


charge of the clothes room will de- 
liver clothing to the wards and 
floors in accordance with the evac- 
uation plan. Each ward will main- 
tain a current list of those patients 
who can be evacuated from the 


hospital in case a disaster should 


occur. 

Utilization of space: Laundry and 
storeroom activities, in the attend- 
ants’ building, will continue. The 
second floor of this building, which 


is separate from the main patient 


building, will be used as a tem- 
porary psychiatric detention unit. 
The autopsy room in this building 
will be used as a morgue. 

Part of the building now hous- 
ing the garage and shops will be 
converted to a local decontamina- 


tion unit, and another part will be- 


come a temporary morgue, if nec- 
essary. Repair shops will be re- 


tained. 


The nurses’ home will continue 
as such, and it will also contain a 
temporary kitchen and cafeteria 


for the service of all personnel and 
- volunteers at work on the station. 


In an extreme emergency this 
building could be evacuated and 
used as an additional hospital. 
The main building will be evac- 
uated of as many regular patients 
as possible. Hospital personnel: will 


remove or direct the patients from > 


the building to an evacuation area 
outside. This would include evacu- 
ation into surrounding homes or 
public buildings in extreme emer- 
gencies or during inclement weath- 
er. From that point the Civil De- 
fense Administration will be asked 
to evacuate the patients to the 
peripheral zone. 


ADMINISTRATION 


The responsibility for coordina- 
tion of the entire operation and 
maintaining liaison with the Civil 
Defense Administration, other offi- 
cial agencies, and the press falls 
logically to the administrative or- 
ganization of the hospital. 

The medical officer in charge will 
head this function with the assist- 
ance of the administrative officer 
and the clinical director. These offi- 
cers will be charged with the re- 
sponsibility of maintaining certain 


vital services. Those activities nec- ~ 


. essary for clinical and professional 


services will be discussed under the 
heading, ‘Functions of Clinical Di- 
rector.” Those activities necessary 
to support the clinical and profes- 
sional services are treated under 
“Functions of Administrative Offi- 
cer.” 

Functions of Administrative 
Officer: Working under the medi- 
cal officer in charge, the adminis- 
trative officer will be responsible 
for traffic and security, engineer- 
ing, housekeeping, messenger ser- 
vice, elevators, laundry, person- 
nel, registration of valuables, and 
supply. For each of these functions, 
a supervisor has been designated 
to serve directly under the admin- 


istrative officer. 


Traffic control: Two types of traf- 
fic have been considered—intra- 
hospital traffic (that within the 
hospital and its grounds) and ex- 
tra-hospital traffic (that at the 
public entrance to the hospital 
grounds). | 

The police and CDA will be 
asked to control and direct the traf- 
fic in accordance with the hospital’s 
plan of.operation. 

All extra-hospital traffic will be 
blocked at the nearest cross street 


for proper identification of purpose. 


Only essential traffic will be al- 
lowed on the hospital grounds. 
Anxious relatives, volunteers, rep- 
resentatives of official agencies, the 
curious and the great mass of cas- 
ualties must not be permitted to in- 
terfere with hospital operation. 


Intra-hospital traffic will be close- — 


ly patrolled by police and employ- 
ees to eliminate traffic hazards and 
to direct pedestrians and official 
vehicles to certain areas. Parking 
areas will be designated for the 
press, official cars and vehicles of 
key personnel. Officials of nearby 
Grosse Pointe Park will be re- 
quested to furnish additional space 
for a first-aid station, assembling 
and staging areas for evacuation of 
patients, and parking. 

Definite routes have been des- 
ignated for ambulances, supply ve- 
hicles, employee vehicles and 
hearses to insure an uninterrupted 
flow of traffic for all essential ser- 
vices. 

Specific entrances to the main 
building have been designated for 
various purposes. Only govern- 
ment officials and others with bona 
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fide business to transact will use . 


the main entrance (see layout of 
grounds). 

Entrance “‘E”’ is the elevator en- 
trance and will be used for per- 
sonnel only, unless the congestion 
becomes too great at entrance “‘A,”’ 
in which case entrance “E”’ will be 
used for supplies also. 

Entrance ‘“U”’ is the utility en- 
trance and will be used for sup- 
plies and for engineering depart- 
ment empldyees. 

The main supply entrance is en- 
trance “A,” which also will be 
used for evacuation of the deceased. 

Entrance “AB” will be the cas- 
ualty entrance. This is reached by 
the ramp shown in the illustration. 

Entrance “B”’ is for specified em- 
ployees with keys and will be kept 
locked. This doorway will also be 
used for evacuation by water. 
These evacuees will be taken 
around the wing labeled 131 -and 
out the south gate to the Detroit 


' River, for pickup by Coast Guard 


or other official boats. 
Entrance “C’” is for evacuation 
of discharged patients by land. The 


evacuees will assemble in the 


evacuation area on the northwest 
side of the building. ef 
Flow of casualties: The catastrophe 
plan sets forth a definite procedure 
for routing. of casualties. Casualties 
enter at entrance “AB.” The ad- 
mission office will be there. The 
casualties will be tagged as identi- 
fied or unidentified by the record 
room personnel. Valuables will be 
placed in a safe, and clothing will 
be put into a bag and attached to 
the litter. 
The patient will receive a pre- 
liminary examination by the ad- 
mitting physician and will be 
routed to one of several parts of 
the hospital, as shown on floor 
plans. The moribund and hopeless 
will be directed to the auditorium. 
Patients in shock will be sent to 
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LAYOUT of grounds shows location of buildings, parking areas, entrances, evacuation | 


areas, highways and waterways. Arrows indicate the direction of traffic flow on grounds. 
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room 131. Preoperative cases reaay 
for surgery will be directed to the 
first floor of the C wing. Burn cases 


will be directed to the second floor, | 


Minor injuries will be sent to a 
first-aid station. 

Psychiatric patients will be 
placed in temporary confinement 
on the second floor of the attend- 
ants’ quarters building until they 


ean be evacuated elsewhere for 


definitive care. 

Engineering section: Power, light, 
heat, water and steam must be 
maintained if at all possible. Un- 
doubtedly there will be a need for 
hasty repairs and emergency con- 
struction. Each member of the en- 
gineering and maintenance crews 
has definite assignments in case of 
disaster. 

Housekeeping: In addition to their 


usual duties, the housekeeping de- 


partment will be assigned the task 
of clearing out designated rooms 
for the reception of casualties. It will 
also be responsible for furnishing 
manpower for litter-bearers, mes- 
senger service, elevator service, 
transportation, general laborers 
and temporary guards on roadways 
and entrances to the main building. 
These temporary guards are to be 
replaced by the local police depart- 
ment. 


Supplies: The supervision of main- _ 


tenance, issuance and receiving of 
supplies will be under the procure- 
ment and supply officer. Through 
the administrative officer, he will 
be responsible for maintaining liai- 
son with civil defense, Red Cross 
and other agencies in securing nec- 
essary supplies. He is charged with 
the responsibility of maintaining an 
inventory of stocks in the hospital 
so that he can readily determine 
what may be needed from outside 
authorities during an emergency. 
Laundry: The hospital laundry 


- will be operated around the clock 


throughout the emergency. The 


number of laundry workers will be - 


increased to two - and - one - half 
times the normal complement. Ex- 
tra help will come from volunteer 


groups. 


Personnel: The personnel officer 
will maintain a station personnel 
assignment roster. During a disas- 
ter he will determine who is on 
duty in the various areas and inter- 
view and assign volunteers to the 
various departments in keeping 
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with the requests of department 
‘supervisors. He will maintain a 
program of employee indoctrina- 
tion and in-service training ade- 
quate to insure success of the plan. 
The personnel officer will prepare 
and keep current personnel call 
lists, which will be available to the 
clinical director for use. during 
disaster. 

Functions of Clinical Di- 
rector: Under the direction of 
the medical officer in charge, the 
clinical director will be responsible 
for direction of clinical and pro- 
fessional services, including the ad- 
mission, discharge, and evacuation 
of patients, maintenance of clinical 
records, and related duties. 


He will maintain liaison with the 


responsible CDA authorities re- 
garding such matters as the num- 
ber of casualties to be admitted, 
numbers and types of casualties to 
be evacuated, advice to the rela- 
tives and friends of patients, death 
notices, and disposition of bodies. 
He will keep the medical officer 
in charge adequately informed of 
developments requiring attention 
at a higher level. 

_ Medical service: The chief of 
medical service will supervise the 
securing of necessary record data 
and initial appraisal of patients for 
assignment to examining rooms, 


wards or the morgue. He will also 


supervise activities in the shock 
ward and neuropsychiatric ward 
and treatment of patients who can- 
not be discharged from the hospital. 
He will assist the clinical director 
in the evacuation of patients. 


_ Early in the disaster, when re- 
ception of casualties is the heaviest, 
other medical officers will assist in 
examining patients and assigning 
them to various treatment areas. 

The staff of the medical depart- 
ment will consist of the chief of 
service, three medical officers, two 
nurses, two attendants, two clerks, 
and six orderlies to receive the cas- 
ualties. One medical officer and one 
nurse will be on duty in the termi- 
nal ward and four medical officers 
(two volunteers) in the shock 
ward. One medical officer will re- 
main on call for the fourth floor 
to care for patients who could not 


be evacuated. The acute neuropsy-. 


chiatric ward, on the second floor 
of the attendants’ building, will be 
Staffed by three physicians (two 
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of whom are volunteers), one nurse 
and six orderlies. 

_ The medical service has been as- 
signed the duty of caring for burns 
because it is considered essential to 
utilize the trained surgeons for 
operative work to the fullest ex- 


tent. The entire second floor of | 


the hospital has been designated 
as a burn ward. It will be staffed 
by six medical officers (including 
four volunteers), eight nurses and 
six attendants. | 
Treatment will be directed 
toward the prevention and allevia- 
tion of shock, debridement, appli- 
cation of dressings and early evac- 
uation to the peripheral zone. It is 
anticipated that a majority of the 
casualties will have suffered burns. 
Surgical service: The chief of the 
surgical service will be responsible 
for the supervision and operation of 
all activities in the areas of the 
hospital assigned to the surgical 
service. This will include the pre- 
surgical’ ward on the first floor. 
Here patients will be routed who 
have surgical conditions requiring 


operative treatment and cannot be 
accommodated. in the operating 
~yooms at the time. They will re- 
ceive supportive treatment until 


such time as they can be operated 
upon or partially treated until their 
condition is such that they can be 
evacuated to the peripheral zone 
for specific treatment. This ward 
will be staffed by two medical offi- 
cers and two volunteer physicians, 
five nurses and five attendants. 
The third floor will house the 
operating rooms, central supply 
service, recovery rooms and post- 


surgical wards. The operating . 


rooms will expand into the physical 
therapy department. Central sup- 
ply will expand into the cafeteria 
area. Recovery rooms will be set 
up in the small dining rooms, and 
the large dining room will be con- 
verted into a ward area. 

Only initial surgery will be per- 
formed, and it will be directed 
toward the saving of life, treatment 
or prevention of shock, prevention 
of infection, immobilization of 
fractures, and general improve- 
ment of the patient’s condition to 


- insure his safe evacuation to the 


peripheral zone for further defini- 
tive treatment. 

The surgical staff physicians 
have been divided into teams. Each 


~ 


surgical team will consist of a 
surgeon, assistant surgeon, surgical 
nurse and surgical attendant. Three 
teams will be furnished by the hos- 
pital and five will be composed 
of hospital consultants, physicians, 
dentists and nurses who have been 
recruited or who volunteer their 
services. 


With the help of nurses, the 


anesthetist will be able to super- 


vise anesthesia at three or four 


tables. Selected cases will receive 
spinal anesthesia, making it possi- 
ble to stretch the services of a 
single anesthetist. 

The recovery room and surgical 
wards for post- perative cases will 
have a nurse supervisor in charge 
and will be staffed with ward 
nurses and ward attendants to the 
degree indicated or possible. Post- 
operative care will be under the 
direction of the operating surgeon, 
between operations, and will be 
carried out by staff officers and 
volunteer physicians as necessary 
thereafter. 

Central supply and the steriliz- 
ing room will be under the juris- 
diction .of a nurse, to be aided by 
a physical therapist, the dental 
nurse, Red Cross aides, and other 
volunteer groups. 

Dental service: Dental officers and 
volunteer dentists will be utilized 
to the fullest extent in the oper- 
ating room in maxillofacial teams, 
as assistants in the surgical teams 
and as anesthetists. 

Laboratory service: This service 
will be under the direct supervision 
of the pathologist, who will be re- 
sponsible for all morgue areas, all 


essential laboratory work, opera- 


tion of the blood bank and safety 
of transfusions. The laboratory will 
be expanded into the library area 
for blood typing and cross match- 
ing and into the outpatient areas 
for the collection of blood and oper- 
ation of the blood bank. The path- 
ologist will maintain liaison with 
responsible civil defense authori- 
ties to insure an adequate supply 
of blood to meet the emergency. 


Radiology: If power is available, 
the hospital plans to have one port- 
able x-ray machine available for 
each floor. These portable machines 
will do much to reduce traffic to 
and from the x-ray department. An 
x-ray technician, working under 
the direction of the chief radiolo- 
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gist and volunteer physicians, will 
supervise the department. 
Medical records: Eleven persons 
will staff the medical records de- 
partment during an emergency. 
These persons will be responsible 
for tagging and registration; for 
caring for the patients’ valuables; 
for maintaining ward record books; 
for maintaining admission and dis- 
position logs for all casualties; and 


for completing identifying data on | 


tag records of patients. 
If casualties are not properly 
identified and tagged on admission, 


a hospital clinical tag chart will 


be fastened to the patient on entry. 
They may serve as identification 
tags, if necessary. Log books will 
be needed by clerks to list the 
registry numbers, source, time, 
treatment and disposition, as pa- 
tients pass the clerks on the way 
through the hospital. (It is under- 
stood that all patients in a severe 
emergency are merely being given 
treatment in order to be trans- 
ferred safely elsewhere. ) 

If a patient is discharged to his 
home or to the morgue, his record 


will be retained in the hospital | 


record room. If he is evacuated to 
another hospital, his medical record 
form will accompany him for the 
information of doctors elsewhere. 


Log books will be collected for 


safe keeping at intervals and at the 
end of the disaster. Thus the hos- 
pital would always be able to pro- 
duce the records of patients dis- 
charged to their homes or to the 
morgue and could determine the 
date of admission, discharge, and 
destination of any patient treated 
within the hospital and evacuated. 
Discharge of patients and casual- 
ties: Work connected with the dis- 
charge of patients will be the re- 
sponsibility of the medical record 
librarian’s group. Representatives 
of the medical records department 
will escort the patient from the 
exit doors to the evacuation areas. 
These individuals will determine 
whether the patient’s records have 
been completed and whether or not 
the patient is properly attired. 
Record room representatives will 
aid civil defense evacuation agen- 
-cies in assignment of evacuees to 
proper vehicles and destinations. 
Nursing department: In accord- 
ance with the objective of func- 
tioning as an evacuation hospital, 


the U. S. Marine Hospital at Detroit 
- has been divided into specific areas 


for which nursing service must be 
provided. | 

The plans for nursing -service' 
include the description of nursing 
functions in each area, the assign- 
ment of personnel, the organiza- 
tion of personnel, and the listing of 
materials essential for carrying out 
nursing procedures. The director of 
nurses is responsible for planning 
nursing functions, assigning nurs- 
ing personnel and administering 
nursing service and care. | 


In a severe catastrophe there 
probably will be insufficient pro- 
fessional personnel to supply the 
usual high level of professional 
care. Accordingly, plans have been 
made for the standardization of 
techniques and procedures, eleva- 
tion of the level of professional 
responsibility all along the line, 
and the substitution of less skilled 
but trained volunteers for many 
of the duties usually performed by 
professional persons. All profes- 
sional nurses have been trained on 
a rotating schedule in- operating 
room techniques, drawing of blood, 
administration of intravenous 
fluids, treatment of burns, recogni- 
tion and treatment of shock, surgi- 
cal dressings, and administration 
of narcotics. The subprofessional 
groups have been trained to give 
antibiotics, to assist in setting up 
equipment for treatment and to 
assist in the application of surgical 
dressings. All of this will be under 
the direct supervision of the grad- 
uate nurses. 

Dietetic service: The chief dieti- 


tian is in charge of emergency food . 


service. The dietetic department 
has made plans to serve casualties, 
regular personnel and volunteer 
employees. Emergency standard 
diets have been prepared, together 
with standard supply lists to imple- 
ment them. Regular and voluntary 
personnel: will be served in the 


nurses’ dining hall or in other areas 


as indicated. The main kitchen and 
the kitchen in the nurses’ residence 
will be used in preparing food. 

Communications: The communica- 
tion center has been placed under 
the direction of the clinical director 
because of his responsibility to col- 
lect information, to maintain liai- 
son with outside agencies and ac- 
tivities and to keep the medical 


officer in charge informed of all 
developments. 
If telephone service is intact, the 
telephone company will be asked 
to supply additional trunk lines, 
switchboard operators and services 
as needed. If telephone service is 
not available, the civil defense 
agency will be asked to furnish 
radio communication facilities. 


Personnel call lists: The committee 
that drew up the disaster plan di- 
vided the regular personnel com- 
plement into 22 groups. All. key 
personnel, totaling about 12 per- 
sons, were listed on Emergency 
Call List No. 1, which was given to 
the switchboard operator. The offi- 
cer of the day will inform the 
switchboard operator which of 
these people should be summoned 


- first in case of disaster. The persons 


on this first list will, in turn, call 
people on the other lists. 


ESSENTIALS OF THE PLAN 


The plan has been implemented 
by means of specific job descrip- 
tions, definite individual assign- 
ments, an in-service training pro- 
gram, recruitment and training of 


_volunteers, and plans for the utiliz- 


ation of untrained volunteers with 
trained teams at the time of dis- 
aster. | 

Equipment and supply lists have 
been prepared and are kept up to 
date even though financial aid has 
not been forthcoming. Organiza- 
tion and training in all key posi- 
tions has been in depth to insure 
success of the plan under any cir- 
cumstances. Periodic test drills 
keep the plan alive and up to date, 
and they point out deficiencies and 
need for further improvement. The 
staffing plan for professional per- 
sonnel might be somewhat optimis- 
tic. The approach, however, has 
been toward the ideal arrange- 
ments under any given set of cir- 
cumstances, with full realization 
that the needs may not be attained 
entirely. 

Every effort has been made to 
keep the plan flexible in order to 
meet any given set of conditions 
and to spread what is available as 
efficiently and as quickly as pos- 
sible to the greatest number of 
patients until the full resources of 
the area and of the nation can be 
brought to bear upon the catas- 
trophe. 3 
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Across the nation—all out for 


- 


NURSE RECRUITMENT 


GEORGE BUGBEE 


A Gi pee. Every major radio and television network . . . 
ALC all 1,800 daily newspapers in the United States 
. 5,000 weekly newspapers . . . national 


magazines ... train, bus and subway cards in 
hundreds of communities . . . outdoor posters 
on major highways and train platforms . . . 


LL THESE FORCES of advertising are being marshalled to tell 
A the nation’s young people about the need for more profes- 
sional nurses and the opportunities for them in nursing and 
recruitment groups to go all-out in their own communities . 
and insure the training of enough nurses to keep the nation’s 
hospitals staffed and supply the needs of the military. 

Millions of dollars worth of advertising space, radio and tele- 
vision time are being contributed by American business and the 
advertising industry through the Advertising Council. Their 
goal to make this year’s biggest-ever nurse recruitment cam- 
paign also the most-successful-ever. | 

The Committee on Careers in Nursing is directing the cam- 
paign, with the American Hospital Association and related or- 
ganizations cooperating to help hospitals, schools of nursing and 
recruitment groups to make the most of this top-notch national 
advertising. Every hospital and every citizen has a stake in the 
1951 nurse recruitment campaign. On its success depends the 
ability of every hospital to maintain a high standard of per- 
formance and to provide complete health protection for its com- 
munity. | 


Mr. Bugbee is executive director, American Hospital Association. 
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A cooperative venture in Stark County, Ohio 


HEN A NATIONAL student nurse ~ 


recruitment program was ini- 
tiated several years ago, it was 
clear that no plan to increase the 
nation’s supply of nurses could 
possibly succeed without local ef- 
fort. The Cadet Nurse Corps had 
been discontinued and every com- 
munity had to decide on its own 
course of action. 

What had to be done? A difficult 
job that would demand years of 
sustained hard work. At that time, 
the administration of Aultman 
Hospital in Canton, Ohio, decided 
that the national committee’s ma- 
terial should be used in an area ef- 
fort, and established the depart- 


ment of public relations and stu- 


dent nurse recruitment in Febru- 
ary 1948. 

Several months later, Mercy 
Hospital in Canton joined Aultman 
Hospital, and soon a program was 
consolidated as a cooperative ef- 
fort. The recruitment group was 
further enlarged in September 
1948, when schools of nursing from 
the neighboring cities of Massillon 
and Alliance agreed to an expand- 
ed consolidation of recruitment ef- 
forts. | 

As the work expanded, so did the 
recruitment organization. Union 


Miss Gray is public relations director 
of Aultman Hospital, Canton, Ohio. 
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ANN GRAY 


Hospital in Dover-New Philadel- 
phia soon joined, and the commit- 
tee was then under the sponsor- 
ship of five hospitals, only three of 
which have schools of nursing. One 
hospital has a bed capacity of 60, 
another 100, the third 140, and the 
two Canton hospitals have a total 
bed capacity of more than 500. 


YEAR-ROUND JOB 


At the very outset, the commit- 
tee realized. that student nurse re- 
cruitment is a year-round job and 
requires constant work to insure 
success. We decided our year should 
begin in March, an appropriate 
month for the committee to elect 
new officers and to review a gen- 
eral report of the work done. 

Our general schedule, then, con- 
tinues from March through August, 
months during which the commit- 
tee contacts students who have in- 
dicated they wish to enroll in a 
June or September class. The ad- 
mission dates of our.three schools 
of nursing vary, but this has not 
caused any conflict in the program; 
in fact, it has been a definite ad- 
vantage. 

In organizing the program, the 
four hospitals decided that equal 
representation would permit a 
competent working unit, and each 
administrator was asked to select 


Local effort—key 


to success in 


nurse recruitment 


five persons who would represent 
his hospital. The final organiza- 
tional plan provided that each hos- 
pital school of nursing was en- 
titled to the following representa- 


-tion: Two registered nurses, active 


in their profession, and three lay 
members selected from the com- 
munity. The lay members are vital 
to the program, and the records of 
the past three years show that 
these members are greatly inter- 
ested and are willing to contribute 
time and personal funds to guar- 
antee the success of the activity. 

The hospitals agreed that under 


the consolidated program emphasis 


would not be placed on any indi- 
vidual nursing school, but that the 
aim would be to interest qualified 
young men and women in a nurs- 
ing career. 

When the group first met, mem- 
bers decided that the _ general 
lack of knowledge about nursing 


‘throughout the community would 


have to be overcome. Even the 
title of the organization—The 
Stark County Student Nurse Re- 
cruitment Committee—was put to 
use as a method of presenting 
nursing to the public. The members 
of the committee were thoroughly 
informed of the nursing situation, 
the function of the committee in 
relation to the member hospitals, 
and the amount of work necessary 


for a successful program. 


The committee was without any 


‘means of’ financial support when 


it was first organized, but numer- 


- ous donations were soon received 
from the 


individual hospitals, 
alumni associations, medical staffs, 
and \the auxiliary of the Stark 
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County Medical Society. The com- 
mittee has never solicited funds 
from the interested communities. 


One of the first acts of the new 
organization was to obtain the en- 
dorsement of the Chamber of Com- 
merce, thus insuring a “positive” 
reaction in the community. Later 
a sponsoring committee was estab- 
lished from more than 300 organ- 
izations including industry, labor, 
education, the clergy, business and 
medical and allied professions. The 
sponsoring committee afforded the 
moral support vital to the success 
of the program, but it did not 
provide any financial support. As 
our program expanded, the spon- 
soring committee was enlarged to 
include the entire community 
which we serve. 3 

In presenting our program, it 
was necessary to have several 
methods of reaching our public. 
First, we started to establish an 
adequate mailing: list that would 
provide direct contact with the 
prospective student nurses, their 
parents, educators, clergymen, and 
others who have an influence upon 
vocational guidance. 


“We could not expect to interest 
a young man or woman in a school 
of nursing if community. citizens 
spoke of that school in uncompli- 
mentary terms. We knew that 
much misunderstanding concern- 
ing hospitals and schools of nurs- 
ing can be attributed to a com- 
plete lack of knowledge on the 
part of the general public. Thus, 
we attempted first to influence 
public opinion. 

We contacted all nursing and 
medical groups in the area and 
obtained their complete endorse- 
ments of our program. The assist- 
ance that has been given by these 
groups and the medical auxiliary 
is particularly outstanding. Each 
‘year a dance is sponsored by the 
auxiliary to maintain a fund 
which is used: to provide the com- 
plete cost of a nursing education 
for eligible students. In 1949—our 
second year at work—this fund 
Provided for 10 stu- 
dent nurses. 

Early in the program it was nec- 
fssary to establish and maintain 
800d working relations with the 
Press and radio. Much of this had 
been done previously, but it was 
necessary to inform the newspa- 
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pers and radio stations that under 
the consolidated program the com- 
petition for space and time could 
be lessened. 

We also discovered that it is best 
to publish literature concerning 
our program and nursing as a pro- 
fession at least twice a year. These 
publications are small and inex- 
pensive, but most effective. Our 
media are the same as those de- 
veloped by commercial agencies. 
Direct mail contact is invaluable; 
newspapers and radio stations pro- 
vide excellent outlets and specially 
prepared literature is most satis- 
factory. 


tas 


+" 4 


Through the use and develop- 
ment .of good press relations and 
a centralized agency, the recruit- 
ment group has been able to ob- 
tain more and better newspaper 
coverage than could possibly have 
been expected in a highly com- 
petitive internal market. We de- 
veloped news outlets through more 
than 80 area newspapers and radio 
stations, as well as other publige- 
tions. 

Meanwhile, many industrial and 
similar organizations offered us 
space in their house organs, on 
their radio programs and in adver- 
tisements. As time passed, our op- 


THE NURSE Recruitment Committee booth at the county fair provides an excellent 
contact place for committee members and young people of the entire service area. 


PHARMACISTS from five participating hospitals set up this exhibit to show 
interested students how much they contribute to the field of nurse education. 
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HIGH school seniors consider the nursing duties an as 
they visit an annual student nurse recruitment exhibit at Stark County Fair. 


portunities to receive these services 
continued: to expand until we were 
sometimes pressed to meet = 
many deadlines. 


In March 1949 we took stock of | 


our work, the membership and the 
finances, and found that our funds 
‘were so depleted that it would not 
be possible to continue unless we 
could establish a sound financial 
structure. The committee discussed 
the problems, and it was agreed 
that since our program was suc- 
ceeding, we should take the matter 
to the hospitals which were bene- 
fiting from the work. 

An annual report was prepared, 
therefore, and was presented dur- 
ing a dinner meeting in October 
1949. The guests included the 
members of the boards of trustees, 
and the administrators of the mem- 
ber hospitals. The report was com- 
prehensive, concise and included a 
description of our future plans. 

As a result of this meeting, a 
formula was devised whereby those 
hospitals with schools of nursing 
agreed to pay 1% cents per adult 
patient day, and those hospitals 


without schools of nursing were to _ 
pay % of a cent per adult patient — 


day. Prompt payment under this 


formula assured us of a continued : 


program until March 1951, and we 
were certain of being financed 
adequately after that date. 

The average cost per year of our 
program has been approximately 
$3,000. As our activities expanded, 
we found the need for a part-time 
secretary. She is paid in accordance 
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with the prevailing hospital wage 
scale. Other items in our total cost 
per year include a printed monthly 
newspaper which is distributed to 
approximately 4,000 persons, mail- 
ing costs (which are kept at a 
minimum through use of a mailing 
permit), printing of posters, menu 
cards and photographic services. 
Members of the committee do 
not receive pay for their services. 
Mileage compensation is paid to 


those persons who furnish trans- | 


portation for speakers or other 


similar services. We have not spent 


money for radio time, yet we have 
a large number of 15-minute and 
half-hour programs, as well as spot 
announcements which have been 


donated as a public service by the 
radio stations. 


Our newspaper advertising has 
been of little cost since it was 
utilized only to publicize the movie 
“Girls in White,’’ presented in 
conjunction with our local theaters, 
and to announce our annual student 
nurse musical revue. All other ad- 
vertising space has been donated to 
the committee. 


COUNTY FAIR EXHIBIT 


In September of each year we 
erect and man an exhibit at the 
Stark County Fair. This is an ex- 
cellent opportunity to reach the 
community, and to contact a large 
number of prospective students 
from rural areas. During October 
and November we begin to build 
to the climax of our year’s activi- 
ties as we plan for Student Nurse 


Recruitment Week, which is held _ 


annually during the month of Jan- 
uary. We obtain the official procla- 
mations of the governor, and the 
mayors of the respective cities. 


We distribute our posters, menu 
cards and other printed pieces 
which announce the annual ob- 
servance, and the newspapers and 


radio stations start to schedule fea- . 


ture stories and radio programs. 
We are presently planning to use 
television. 

Committee members are firmly 
convinced that student nurses are 
the best recruiting media. We de- 
cided, therefore, to present the first 
annual student nurse musical 
revue as a kickoff to recruitment 


week. Each school of nursing - 


agreed to produce one act and to 


- participate in the finale which fea- 


tured a “Parade of Nursing.” The 
cooperation was such that only one 
joint rehearsal was held in the high 
school auditorium obtained for the 
program, and little or no difficulties 
were encountered. As background 
music for the finale, we contacted 
Fred Waring’s Pennsylvanians, and 


thus were able to use a special . 


Waring arrangement of the song 
“You'll Never Walk Alone.” 


The reaction on the part of the 
community was particularly out- 
standing. More than 1,500 persons 
were admitted to the auditorium; 
another 600 were turned away. As 
a result of this experience, we ran 
our program for two evenings 
during the 1951 schedule and had 
an even greater response. 

As another way of arousing pub- 
lic interest, we invited representa- 


tives of the Army Nurse Corps, 


Navy Nurse Corps and a large air- 


line to help us observe Nurse Re- — 


cruitment Week. The response from 
these organizations was most grati- 
fying. They assumed the entire 
cost of sending their representa- 
tives for a 10-day period and asked 
to be included in all future pro- 
grams, 

The final activity in our schedule 
of events is the Nursing Education 


Exhibit which is held during re- 


cruitment week. The exhibit is 
open for a three-day period, and 
is used to present the life of a 
student nurse, her education, her 
work in the hospital and the oppor- 
tunities that are open to the grad- 
uate. registered | nurse. eee exhib- 
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jts are most successful and can be 
developed on a large scale through 


the years. 
As our program expands, other 


social agencies in the community | 


welcome the opportunity of par- 
ticipating in recruitment activities. 
Thus we are now able to assist 
such national health agencies as 
the American Cancer Society, the 
National Foundation for Infan- 
tile Paralysis, tuberculosis and 
- health associations, mental hygiene 
groups, medical and nursing asso- 
ciations. 
Although the main objective of 
the committee is to obtain a suffi- 
cient number of qualified students 
for our own area schools of nurs- 
ing, it is also concerned with 
supplying the national demand for 
nursing service. We have available 
adequate information on qualified 
schools of nursing throughout the 
United States and have referred 
students to these schools by for- 
warding their names and address- 
es to the respective directors of 
nursing. 


The Stark: County plan 


offers educational guidance to 
graduate nurses who wish to ob- 
tain advanced knowledge in their 
respective fields, and we are able 
_ to assist both student and graduate 
nurses in obtaining financial assist- 
ance to complete, their nursing 


education. Some of the funds were 


in existence before the committee 
was organized, but others have 
been established during the past 
few years. | 
Our program of direct contact 
includes a speaker’s bureau, which 
has been of great value. Under the 
consolidated plan representatives 
are invited to almost every high 
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school in the area and are con- 
stantly participating in career day 
activities. The program’s vocational 
guidance is very effective and is 
of great help to high school coun- 
selors. The bureau is composed of 
qualified nurses who are always 
available to discuss the profes- 
sion, schools of nursing and similar 
subjects. 

Group speakers also have ad- 
dressed groups such as_ small 
Brownie troops of girl scouts or 
civic and fraternal organizations 
such as the Lions, Kiwanis and 


. Rotary. 


Through the use of the films 
‘‘You’re the Doctor” and “Girls in 
White,’’ we have been able to in- 
crease knowledge about nursing 
and have had an excellent oppor- 


tunity to illustrate the many serv- 


ices that are offered by hospitals. 


HOSPITAL TOURS 


Another medium of great value 
has been the use of conducted 
tours through the hospital. Each 
year approximately 40 groups tour 
Aultman Hospital and each spends 
two hours or more visiting the hos- 


-ypital’s various departments. Tours 
are planned to meet the interest, 


ages and sexes of particular groups 
and every effort is made to pro- 
vide an interesting and educational 


_ program. We also schedule an open 


house once a year and every oppor- 
tunity is taken to have community 


citizens visit the hospital. More - 


than 2,500 persons visited Aultman 
Hospital in March 1949 when we 
held a series of ‘‘Hospitality 
Nights.” 

We now find that our committee 
is well known throughout the com- 
munity and the public feels that 


it has a private ownership in the 
good service available in hospitals. 
Many persons have shown that 
they are eager to serve on the 
Nurse Recruitment Committee and 
are willing to volunteer their serv- 
ices to the hospitals. We fear, how- 
ever, that none of the original 
members wishes to resign from the 
committee, so we make every pos- 
sible effort to utilize the volunteer 
workers in other phases of our 
program. 
Reports from the three county 
hospital schools of nursing show 


_that we are obtaining a large num- 


ber of qualified student nurses. Our 
“mortality” rate has dropped to a 
minimum and our standards are 


constantly being improved. 


The Stark County program is 
based on the primary principle 
that a public under guidance will 
solve a community problem—and 
our community has done well in 
overcoming the shortage of nurses 
and the general lack of knowledge 
of hospital facilities. All five hos- 
pitals are currently engaged in ex- 
pansion programs; here again the 
public is giving its full support. 

The Stark County program is not 
unique, for any community will 
respond to appeal for assistance. 
A program of this type can easily 
be adapted to an area of any size, 
and the results should be equally 
rewarding. A successful student 
recruitment program and _ good 
public relations, of course, cannot 


_ be established in a day, a week or 


even a year. It takes much time 
and plenty of hard work—but the 
final result will prove most sat- 
isfactory to the hospitals, their 
schools of nursing, social agencies 
and the people in the community. 


EACH year the student nurse glee club, made up of students from all local nursing schools, presents a finale to the musical revue. 
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Beyond mere routine—_ 


A new plan for administrative residents 


ORMAL TRAINING for hospital 
istration has undergone 
many changes in the past 17 years, 
and the quality of this training has 
improved steadily as a result. The 
latest of these developments, pio- 
neered at the State University of 
Iowa Hospitals and at certain oth- 
er institutions, is the project meth- 
od in administrative residencies, 
and this development holds great 
promise. 

Prior to the establishment in 
1934 of a formal graduate course 
in hospital administration at the 
University of Chicago, there were 
few consistent efforts to offer aca- 
demic preparation in this field. 
Generally speaking, persons be- 


came administrators of hospitals | 


only after long association with a 
hospital in one capacity or another. 


APPRENTICESHIP METHOD 


The prevailing pattern of pre- 
paring individuals for administra- 
tion was the apprenticeship meth- 
od. As in crafts and trades, the 
novitiate learned by doing. By 
spending some time in each de- 
partment of the hospital, the em- 
bryonic administrator became well 
grounded in the manifold activi- 
ties and operations of the institu- 
tion 

The importance of on-the-job 
training in hospital administration 
continues to be significant and has 
been recognized by university pro- 
grams in hospital administration 
to the extent that each candidate 
~ Mr, Hartman is siperintendent and Mr. 
Evans is administrative associate of the 
State University of Iowa Hospitals, Iowa 
City. Mr. Hartman is also director and 


aonype of the graduate program in hos- 
pital administra on at the university. 
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The project wailed of training offers the res- 
ident a chance to learn by administering, while 
: making a valuable contribution to the hospital. 


GERHARD HARTMAN, PH.D., AND AUSTIN J. EVANS | 


for a degree must complete a cal- 
endar year of practical experience © 


in an approved hospital. Educators 
have never contended that formal 
education could completely. replace 
this essential element in preparing 
for administration. 

Indeed, this carry-over from the 


apprenticeship approach is a na+ 


tural one. It is a fallacy, however, 


to assume that all aspects should — 


be transferred to present-day edu- 
cational methods. 

In the era of hospital appren- 
ticeships, the plan of rotation 
through the various departments 
of the hospital was the primary 
means of providing basic informa- 
tion to the student. Now, in the era 
of formal education, the depart- 
ments of the hospital are studied 
intensively during the academic 
year. Moreover, most students in 
academic programs have had pre- 
enrollment experience at the rota- 
tional and detail level. 

Because of these factors, a pro- 
gressive preceptor should question 


seriously. the value of employing a 


strict, rotational basis in the ad- 
ministrative residency. To dupli- 
cate an elementary pattern previ- 
ously accomplished would be to 


deter the student from a logical 


advancement toward his profes- 
sional goal. 

We find in talking with numer- 
ous administrative residents, how- 
ever, that departmental rotation is 
still the plan most often used. 


Likewise, in reading hospital lit- | 
erature, the impression is gained . 


frequently eu this approach is 
the ideal one. 


PROJECT METHOD 


An alternative approach to the 
administrative residency and very 
probably a logical one is the proj- 
ect method as it has been pio- 
neered and developed at the State 
University of Iowa Hospitals and 
at certain other hospitals. This is 
the basic method of training, which 
presents hospital administration 
with “live” ammunition rather 
than “dummy.” 
- For example, an administrative 
resident at the State University of 
Iowa Hospitals was assigned the 
project of keeping a record of polio 
admissions and reporting them to 
the press. While it may appear 
that only a knowledge of a com- 
municable disease and public rela- 
tions (valuable as that would be) 


‘would be gained here, actually the 


project ramified to various depart- 
ments and tasks. 

The resident soon became vitally 
involved in such diverse activities 
as the purchasing and maintenance 
of respirators, the laying out of a 
new department of physical medi- 


cine, the control of visitors to iso- 


lation, the collection problems in 


the business office and the recruit- 


ment of nurses to care for polio 
patients. Every situation was 4 
natural one, not forced. The stu- 
dent was participating in actual, 
over-all planning; he was piecing 
together the parts of a problem to 
form the whole in terms of better 
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hospital care of the polio patient. 
By coordination and integration of 
various functions and activities, 
the resident was doing actual ad- 


ministration. In what better way 


could he gain the proper perspec- 
tive of his role in the hospital? 

In 1947,.a three-year period of 
experimentation and study in the 
conduct and content of the admin- 


istrative residency was undertaken 
at the State University of Iowa — 
Hospitals. Students who had com- 


pleted the academic phase of uni- 
versity courses in hospital admin- 
istration at Northwestern, Chica- 
go, Washington, St. Louis, Yale, 
Minnesota and Toronto were select- 


ed for administrative residency | 


training. At the beginning of their 
work at University Hospitals, a 
poll was taken as to the type of 
residency desired. Students from 
the diverse university programs 
were unanimous in their request 
for a project-based program, feel- 
ing that a rotational plan would 
be repetitious of previous experi- 
ence and effort and not directly 
related to actual administrative 
practice. 

The administrative residency at 
lowa is of two years’ duration. At 
the end of the period the students 
were polled again regarding their 
training. The results were unani- 
mous in favor of the project as- 
signment method. To date, 15 resi- 
dents have participated in the 
program. | 


REALISTIC APPROACH 


The project method at the State 


University of Iowa Hospitals may 
be defined as the assignment to the 
resident of bona fide problems or 
situations which confront the su- 
perintendent and his assistants. On 
the part of the student this may 


entail investigation, study, con-. 


ferences, presentations and care- 
fully developed. solutions. The best 
opportunity available is afforded 
the resident for a realistic rather 
than synthetic approach to hospi- 


lal administration. The projects 


are Current and pressing, not hy- 
pothetical situations. Some are 
short-term in nature, others are 
Continuing. | 

| An illustrative list of actual pro- 
jects undertaken by administra- 
live interns and residents at the 
State University of Iowa Hospitals 
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is given in the accompanying table. 

Although the project method af- 
fords the administrative resident 
the best opportunity for learning 
and offers the hospital more genu- 
ine service, there are a number of 
major premises on which such a 


_program must be founded, if suc-_ 


cess is to be achieved. 


SIX MAJOR PREMISES 


* First, the resident must under- 
stand that he is a part of the hos- 
pital team, and his acceptance 


throughout the hospital must be 


complete. This is a natural devel- 
opment which readily prevails in 


the project method of training. 
> Second, the resident must never 


be expected to perform assign- 
ments which are beyond his capa- 


bilities at any particular time. 


» Third, there should be a pro- 
gressive heightening of responsibil- 
ity in assignments as the student 
demonstrates ability to handle 
more difficult projects. 

» Fourth, if in the course of ful- 
filling an assignment, the need for 
a detailed study in a particular 
department arises, opportunity for 
such a study must be given. 

» Fifth, there must be adequate 
supervision and guidance from 
top-level management. The resi- 
dent must feel free to consult with 
his superiors at any time. 

» Sixth, to have the true educa-_ 


Projects undertaken by administrative residents 


The list below illustrates the diversity of projects actually undertaken by administrative 


1. Administratively cover the med- 
ical center at night and on week-ends. 

2. Make annual review of tht 
budget. 

3. Relieve administrative 
visor of Children's Hospital. 

4. Establish an health 


super- 


program. 


5. Assist in the drafting of a man- 


~ ual of isolation technique. 


6. Draw up complete planning of 
a nearby community hospital. 

7. Aid small hospitals in the vi- 
cinity in terms of expansion, equip- 
ment, counsel on medical staff or- 
ganization and personnel. 

8. Redevelop the nursery suite. 

9. Develop intern housing. 

10. Formulate a continuing pattern 


of guidance and assistance for the 


Hospitals’ large readmissions service. 

represent the Uni- 
versity Hospitals at the national, state 
and local levels. 

12. Study and develop an effective 
necropsy routine. 

13. Function as secretaries pro 
tem of important hospital committees 
as well as university committees in 
which the hospitals are vitally con- 
cerned. 

14, Handle all public relations an 
press matters. | 

15. Make a complete hospital sur- 
vey according to the U. S. Public 


_ interns and residents at the State University of lowa Hospitals. 


Health Service's standards and forms. 

16. Reorganize linen supply and 
control. 

17. Compile a catalogue listing all 
films relating to hospitals. 

18. Aid in continuing problem 
clinic with the superintendent and his 
assistants on day-to-day problems. 

19. Make a comprehensive study 
of hospital legal matters as they re- 
late to lowa law. 

20. Make a cost analysis of the ex- — 
tensive ambulance system. | 

21. Represent committee structure 
of the lowa Hospital Association. 

22. Arrange and conduct all tours 
for visitors and interested parties. 

23. Assist in composition of pa- 
tients’ booklet and the hospital serv- 
ice record. 

24. Conduct various intrahospital 
audits and surveys such as medical 
records department, pneumatic tube 
system, addressograph, sterilizers, op- 
erating tables and lights. 

25. Coordinate all activities for 
the laundry management training 
course. 

26. Appear on numerous hospital 
programs. 

27. Assist clinic ‘chiefs in develop- 
ing ideas for improvement and reno- 
vation of their departments. 

28. Perform detailed work on plans 
for capital expansion. 
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tional emphasis needed in any 


training program, ‘there should be — 


frequent seminars and conferences 
in which all on the administrative 
staff participate. Major. project as- 
signments should form the basis 
of discussion, with the actual pres- 
entation being made by the resi- 
dent who is primarily concerned 
with the project. In these seminars, 
a worthwhile by-product should 
be a thorough grounding in con- 
ference management techniques 
and parliamentary procedure. At 


the State University of Iowa Hos- 


pitals, the positions of chairman, 
secretary and speaker are rotated 
among the group from one seminar 
to the next. 


CONTRIBUTION TO HOSPITAL 


While the primary purpose of. 


the administrative residency is the 
training of the student, the service 
-aspect to the hospital cannot be 
overlooked. Boards of trustees 
rightly question the value received 
from the services of an adminis- 
trative resident. The project meth- 
od enables the resident to make a 
needed contribution. Department 
heads and other personnel are con- 
tacted by the resident only when 


there is a specific problem to solve. 
Each situation has to be resolved 


in some way and the department | 


head appreciates the thoughtful 
assistance of the resident. 

The administrative resident is 
contributing to his hospital some- 
thing which has to be done and 
on a level which he, as a potential 
administrator, should be working. 
He is learning and serving at the 


level of policymaking rather than 


the detail level (filing cards or 
some other repetitious routine for 
three weeks and then moving on 
to another department). 
In the project approach, depart- 
ment heads receive help when 
they want and need it. They are 
not burdened with the necessity 
of finding odd jobs for an ad- 
ministrative resident placed in the 
department for a brief period with 
no opportunity for any follow-up 
of tasks undertaken. In the rota- 
tional plan many residents are as- 
signed menial jobs such as pushing 
linen carts just to put in time. Not 
long ago, a picture appeared of an 
administrative resident swinging 
a mop in a corridor! Unfortunate- 
ly, there was no explanation of 
what benefit this act was supposed 


resident 


to be. By and large, the heads of 
departments either cannot or do 
not want to be bothered. 


ACCEPTANCE OF RESIDENT 


At the State University of Iowa 
Hospitals, the acceptance of the 


since he makes a contribution and 
is not merely a burden which de- 
partments must assume for a spe- 
cified period. To the hospital or- 


ganization as a whole, the project 
approach is less irritating. An at- 


mosphere of cooperation prevails 
without being sought or forced. 
Fundamentally, we must recognize 
that, unless the department head 
is a teacher or wants to be, his in- 


terest in educating administrative 


residents can be only artificial or 
contrived. 

In an era when the administra- 
tion of a modern hospital demands 
emphasis on policymaking and 
guidance in the organization, it is 
only logical that administrative 
residents should be trained at a 
stage advanced beyond mere rou- 


tine. Working closely and con- 


stantly with the administrator- 
preceptor in a project-based pat- 
tern is the answer. 


Radio serial strengthens hospital public relations 


_ ‘What our community hospital means to me” 


HOUSANDS OF radio listeners 

will have a better understand- 
ing of their community hospitals 
as a result of a national letter- 
writing contest launched last 
month on the “Rosemary” pro- 
gram, a popular daytime serial 
sponsored by Proctor & Gamble. 
The show is broadcast five days a 
week over the Columbia Broad- 
casting System. 

Cooperating in the-.contest are 
local hospital administrators, hos- 
pital councils, and health and civic 
leaders, all of whom are assisting 
local CBS stations in judging the 
entries and selecting the winners. 

Listeners are being asked to 
contribute letters on the subject: 
“What Our Community Hospital 
Means To Me.” Prizes for the most 


interesting letters are being of- 
fered by the sponsors through the 
participating CBS stations. 

The letters tie in with the cur- 

rent storyline of the “Rosemary” 
program, which centers around a 
town’s proposed hospital. and its 
attendant problems. 
Since the administration of the 
contest is a local one, there will 
be varying degrees of cooperation 
in different areas. Initial response 
from the stations, however, indi- 
cates that there will be broad and 
enthusiastic participation, accord- 
ing to Richard K. Bellamy, direc- 
tor of publicity for Benton and 
Bowles, agency for the sponsors. 

There are 134 stations that carry 
the “Rosemary” program through- 
out the United States, and all 


listeners are eligible to compete 


- in the letter writing contest. 


Hospital administrators have 
been urged by the American Hos- 


pital Association to contact their 


nearest CBS stations to find out if 
they are broadcasting the program 
and, if so, to assist the radio sta- 
tions in publicizing it. 

While the program itself is not 
officially endorsed by the Ameri- 
can Hospital Association, which 
has no control over the scripts, the 
Association is cooperating with 
CBS and the sponsor in the letter- 
writing contest, since it offers an 


‘opportunity to further public un- 


derstanding of hospitals. 

“A contest of this kind is bound 
to focus attention upon the com- 
munity hospital,” explained C. J. 
Foley, director of public relations 
for. the American Hospital Associ 
ation. 
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Two associations plan 


Conferences on financial arrangements — 


| eg OF THE Ameri- 
can Medical Association and | 


American Hospital Association 
have agreed to discuss the broad 
subject of appropriate financial ar- 


rangements between hospitals and — 


such physician specialists as pa- 
thologists, radiologists and anes- 


thesiologists. 


An informal agreement was 
reached when officers of the two 
associations met recently, and last 
April 23 Dr. Charles F. Wilinsky, 
president of the American Hos- 
pital Association, extended a for- 
mal invitation. to Dr. George F. 
Lull, general manager and secre- 


_ tary of the American Medical As- 


sociation. 


Such discussions have been pro- — 


posed by both organizations, at 
different times, during the last two 
years. 

In June 1949 the House of Dele- 
gates of the American Medical As- 
sociation approved a report of its 
Committee on Hospitals and the 
Practice of Medicine—the Hess 
Report. 

This document held that a hos- 
pital would be practicing medicine 
if it retained for its own use any 
patient income received for a phy- 


Siian’s services, that a hospital 


thus would be forcing the physi- 
cian into an unethical position, and 
that such a hospital should be 
found unfit for the training of in- 
terns and residents. The Hess Re- 
port then outlined a procedure for 
finding the hospital unfit, which 


was such as to encourage specialist - 


ganizations to practice various 
forms of action against individual 
hospitals. 

PRINCIPLES OF 1939 


In February 1950 the Board of 
Trustees of the American Hospital 


lation reaffirmed its faith in — 


the “1939 Principles of Relation- 
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Hospitals....pathologists....radiologists....anesthesiologists 


Representatives of hospitals and physicians have 
agreed to meet to discuss reimbursement problems 
that arise between institutions and specialists. 


_ship,” which had approved any 


financial relationship that would 
not exploit the physician, the pa- 
tient or the hospital. 

In June 1950 the House of Dele- 
gates of the American Medical As- 
sociation approved a second Hess 
Report after it had been largely 
rewritten in Reference Committee. 
This report included a proposal 
that medical and hospital organi- 
zations discuss the problems in- 
volved. 

In September 1950 the House of 


‘Delegates of the American Hos- 


pital Association adopted a resolu- 
tion which also included a proposal 
that the boards of the two associa- 
tions “meet in joint conference to 
consider means by which potential 
conflicts may be avoided in the in- 
terest of both groups and the pa- 
tients they serve. . .” 


PRESIDENT'S INVITATION 


This has now been followed by 
President Wilinsky’s invitation of 
April 23, which reads as follows: 

“The attention of the officers and 
the Board of Trustees of the Amer- 
ican Hospital Association has been 
called to the unjust and untrue 
rumors to the effect that hospitals 
of the United States are planning 
to take over ‘the practice of medi- 
cine in their institutions’. It is al- 
leged that hospitals have in mind 
the replacement of the existing 
practice of medicine by the em- 
ployment of full time physicians, 
surgeons, pediatricians, etc. 

“The American Hospital Asso- 
ciation deems it most important 
that these serious and untrue 
charges, with no basis in fact or 
reason, be refuted. The Association 
is mindful of course of its inability 


to control the unwise and unsound 
actions of every individual mem- 
be: in the same sense that your 
association or any other national 
body cannot be considered respon- 
sible for each individual member’s 
action. It is this inability upon 
which are frequently built not 
only erroneous impressions but 
also illogical philosophies which 
can do damage if not corrected or 
disproved. 


“The American Hospital Asso- 


ciation wishes to express its con- 
fidence and assurance in the sys- 
tem of American medicine and of 
hospital administration. We wish 
not only to express our denial of 
the intentions alluded to but, fur- 
ther, we desire to plan and work 
shoulder’ to shoulder with the 
American Medical Association and 
its membership for the common 
good of the American people. 

“Our House of Delegates, last 
September, suggested the advisa- 
bility of a joint meeting of the 
boards of our two associations. I 
have discussed this action in- 
formally with you and several of 
your officers. We would very much 
like to have you discuss this whole 
problem with your Board of 
Trustees. 

‘“‘We realize that a joint meeting 
of the two boards for any extended 
discussion is difficult to schedule. 
We are inclined to believe that a 
joint subcommittee of our two 
boards to explore hospital-physi- 
cian relationships might be wise 
prior to a meeting of both boards, 
or as a group to recommend a pro- 
gram for improvement of relation- 
ships which might be referred 
back to each of our two associa- 
tions.” 
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A small hospital . 


_W. H. TUSLER 


HOSPITAL admirably fitted to 
meet the needs of the grow- 


ing rural area it serves—at the 


same time fitting those needs eco- 
nomically—is the Stevens County 
Memorial Hospital, a 50-bed insti- 
tution in Morris, Minn. The hos- 
pital, which will be completed 
about July 1, will cost $426,047, 


which does not include the cost of — 
land, movable equipment and > 


architects’ fees. This is the lowest 
construction cost for two-story 
hospitals in the United States for a 
three month period ending March 
1951. | 
This figures out to a cost of $8,- 
520.94 per bed, and a cost per 
square foot of $15. The state aver- 
age per square foot for a group of 
hospitals completed in 1950 (as 
compiled by the Minnesota De- 
partment of Health) was $17.20. 

Stevens County is in a predomi- 
nately rural area, and Morris, the 
county seat, was chosen as the hos- 
pital site because of its central lo- 
cation in the county. The project 
replaced an_ existing obsolete 
building and is the major hospital 
in the county. It was financed by 
a bond issue and a 45 per cent fed- 
eral grant. 

The hospital design selected by 
the architects, Magney, Tusler, 


Mr. Tusler is associated with Magney, 
Tusler & Setter, architects and engineers, 
Minneapolis. 
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for a growing rural area 


50 beds 


Size of hospital 
Construction cost (complete 
building and fixed equip- 
ment, no architects’ fees). $426,047 


Cubic foot volume 313,842 
Cubic foot cost $1.36 
Square foot area... 28,421 
Square foot cost $15 
Cubic feet per bed 6,250 
Square feet per bed 570 
Cost per bed $8,520.94 


and Setter of Minneapolis, provid- 
ed for a 50-bed unit enclosed in a 
simple T-shaped structure of two 
floors. ; 

The building has a small service 
penthouse but no basement. The 
ground or first floor accommodates 
the administrative area, outpatient 
facilities, complete services for the 
building, and surgical and techni- 
cal units. The second floor includes 
the 50 beds for surgical, maternity 
and general: medical requirements; 
two nurses’ stations; a delivery 
unit, and a nursery. The main 
wing has exterior dimensions of 
170 by 44 feet, while the rear 
wing, or stem of the “T,” is 96 by 
75 feet. 

An outstanding feature of the 
design is the thought that went 
into layout problems which arise 
in erecting a small hospital build- 
ing. Departments are laid out so as 


to group various work functions, 
thereby enabling personnel to 
work with a minimum of waste ef. 


fort. Rooms and areas devoted to 


the use of visitors and the general 
public are planned so that they do 
not interfere with the hospital’s 
normal operating routine. 

This is clearly seen in the layout 


for the administrative section on _ 


the first floor, which is arranged 
to provide for complete control of 
all first floor circulation and for 
vertical circulation to the second 
floor. The public spaces are large 
enough to accommodate outpa- 
tients as well as visitors, and a 
special area is provided off the 
waiting room for admitting. The 
main office includes all business 
and record functions, as well as an 
information and reception desk. 
Private offices are provided for the 
administrator, superintendent of 
nurses and the staff. 

The technical unit is situated so 
that it communicates directly with 
the surgical suite, emergency 
room, and the lobby. The unit in- 


cludes drug preparation and stor- 


age, central sterilization and ster- 
ile supply, a nonsterile supply 
room, an emergency room, a lab- 
oratory, and -radiographic and x- 
ray equipment. The nonsterile 
supply room serves as a storage 


area for portable equipment, and 
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with the emergency room it also 
serves as a supply and auxiliary 

The surgical unit includes both 
major and minor operating rooms, 
usable for cystoscopy. Scrubup 
and cleanup areas are included in 
the surgical suite, but no sub-ster- 
ile area is provided because of the 
direct connection to central sup- 
ply. Circulation within this unit is 
simple and provides direct access 
to the outside and to an exterior 
ramp leading to the second floor— 
useful as an emergency measure 
in case of elevator failure. 

The service facilities, grouped in 
the stem of the “T,” provide an 


MAGNEY TUSLER & SETTER 
ARCHITECTS & ENGINEERS 
MINNEAPOLIS , MINNESOTA 


economical food service arrange-— 


ment that permits cafeteria or ta- 
ble serving to the staff dining room 
and the dumbwaiter, all from one 
serving table. 

One of the main features of the 
second floor is the space-saving 
toilet room between each bedroom, 
providing each with connecting 
toilet facilities. Two isolation bed- 
rooms are included, each with its 
own toilet, and one bedroom is ar- 
ranged so it may be used as treat- 
ment room when desired. The floor 


also contains two separate bath- 


rooms. 
Utility rooms are adjacent to the 
two nurses’ stations, and one spe- 
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cial utility room is provided for 
the maternity department to pre- 
vent cross-contamination. The lin- 
en storeroom is large enough to ac- 
commodate a laundry truck. 

The maternity unit on the sec- 
ond floor includes the delivery 
room, scrubup and cleanup areas, 
doctors’ locker room and nurses’ 
toilet, a sterile supply closet, and 
dumbwaiter service to the first 
floor. Sub-sterilizing facilities are 
provided within the delivery room 
by means of a high speed instru- 


ment sterilizer, permitting the 


room to be used without failure of 
function even though the central 
sterilizing room may be closed. 
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A six-area nursery unit consist- 
ing of a full-term nursery, a sus- 
pect nursery, 
workroom, an examining alcove 
and a formula room equipped for 
terminal sterilization, is the other 
important element of the second 
floor. The nursery, including the 
suspect area, accommodates 14 
bassinets. 

The penthouse level houses ele- 
vator and mechanical equipment, 
as well as space for record and 
x-ray film storage. The hospital 
uses an extremely simple and 
economical construction system. It 
is completely fireproofed with 


masonry units or with vermiculite 
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an anteroom, a 


PLAN 


plaster. The exterior walls are of 
face brick with tile backup. The 


interior structure is steel columns | 


and beams, and the partitions are 
of tile. The ground floor is an in- 


sulated slab on grade, and the sec- 


ond floor and roof are constructed 


of bar joists with a concrete and 


gypsum deck, respectively. 
Finishes are of high quality 
throughout. Floor surfacing is 
either composition, tile, or ceramic 
tile, and a conductive material is 
used in critical areas. The walls 


are finished in plaster and cera-_ 


mic tile; plaster and acoustic tile 
are used on the ceilings. The win- 
dows are wood, reversible for 


cleaning, and all glazing is of 


thermal glass. 


_ The building is heated with hot 
water, and all enclosed and spe- 
cial rooms are ventilated. The op- 


erating and delivery rooms are on 
separate heating systems, and the 


corridors are pressurized. . The 
boiler room and laundry, on the 
first floor, are placed beyond the 
envelope of the building to insure 
adequate ceiling height, light and 
ventilation, and to provide eco. 
nomical distribution of facilities to 
all parts of the building. 

The new hospital provides an 
economical, well-planned and 


easy-to-work-in institution. 
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For a year now the fate of the Ainerican College of Surgeons 


hospital approval program has been in doubt. The American 
Hospital Association's House of Delegates last September voted 
to take steps to keep such a program alive. Here, then, is... 


The present status of 


geons for more than 25 years 
has administered a successful hos- 
pital standardization or accredita- 
tion program, developing stand- 
ards, inspecting hospitals and ap- 


proving those hospitals which met : 


minimum standards. Because of 
the expanding scope and require- 
ments of this program during the 
intervening years, its financing has 
become more and more demanding. 

In the fall of 1950 the Ameri- 
can College of Surgeons invited 
representatives of the American 
College of Physicians, American 
Hospital Association and Ameri- 
can Medical Association to meet 
with representatives of the Ameri- 
can College of Surgeons to discuss 
the establishment of a joint hos- 
pital accreditation program. 


JOINT PROGRAM ADOPTED 


After frequent meetings over a 


period of six months, the details of | 


a plan for such a joint program 
were adopted unanimously by this 


conference committee. Representa- 


tives of each of the four organiza- 
tions were designated as a sub- 
committee of four to prepare this 
statement for publication. | 

There follows an outline of the 
basic pattern of the proposal for a 
joint hospital accreditation pro- 
gram as worked out by the large 
committee and recommended to 
the four organizations. 

The proposal provides for the 
establishment of a Joint Commis- 
sion on Accreditation of Hospitals. 


Members of the commission will 


be the constituent organizations, 
each of which will be represented 
by appointees of its choice. Basi- 
tally the commission will be com- 
Posed of three representatives of 
the American College of Physi- 
Clans; three representatives of the 
American College of Surgeons; six 
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representatives of the American 
Hospital Association, and six rep- 
resentatives. of the American 
Medical Association. 

The exact composition of. the 
commission, however, will depend 
upon the acceptance of an invita- 
tion to participate to be extended 
to the Canadian Medical Associa- 
tion. Since both colleges and the 
American Hospital Association 
number Canadian members in their 
organizations, it was the consensus 
of the conferees on the interim 
committee that Canadian interests 


‘in these fields would be repre- 


sented by their parent organiza- 
tions, but that the medical profes- 
sion in Canada as a whole might 
desire representation similar to 
that proposed for the American 
Medical Association. If the invita- 
tion to participate is accepted by 
the Canadian Medical Association, 
the apportionment of commis- 
sioners among the constituent or- 
ganizations will be adjusted to 
provide such representation. .- 


POWERS OF COMMISSION 


The Joint Commission on Ac- 
creditation of Hospitals will for- 
mulate standards, determine the 
type and scope of inspections, allo- 
cate hospitals for inspection to 
the several participating organiza- 
tions, maintain records, and award 
all certificates of accreditation. It 


will be the sole and final authority 


upon these matters. The commis- 
sion will employ a small staff to be 
directed by a physician, preferably 
one experienced in hospital ad- 
ministration. 

Except in unusual or controver- 
sial cases, the staff of the commis- 
sion will make no inspections. In- 
spections will ordinarily be made 


HOSPITAL ACCREDITATION 
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by the field staffs of constituent 
organizations and may be com- 
bined with other inspections made 
by these organizations for other 
purposes, such as approval for in- 
tern and resident training. 


UNIFORM INSPECTIONS 


All inspections for the purposes 
of hospital accreditation under 
this program will be made and re- 
ported in a uniform manner to be 
determined by the commission, and 
such reports of inspection will be 
evaluated by the staff of the com- 
mission and acted upon by the 
commission itself. There will be 
no interference with other types of 
inspections made by the constituent 
organizations. The budget of the 
commission will be met by the con- 
stituent organizations in the same 
proportion as their representation 
on the commission. The initial an- 
nual budget has been estimated at 
approximately $70,000. Additional 
expenses will be borne by the con- 
stituent organizations for financing 
field staff work and other activities 
incidental to the maintenance of 
necessary inspection records re- 
quired for the conduct of special 
approval programs conducted by 
constituent organizations. 

The regents of the American 
College of Physicians and the 
American College of Surgeons 
have approved the proposal for the 
establishment and financing of the 
Joint Commission on Accreditation 
of Hospitals. The authoritative 
body of the American Medical As- > 
sociation will meet to consider the 
proposal in June 1951. Similar con- 
sideration of the proposal will be 
given by the American Hospital 
Association at its annual meeting 
in September 1951. 


63 


| 
| 
ot 
i 
e 
e 
| 
e 
e 
d 
J- 
0 
| 
d | 
| 
| 
— 


The “rates must equal costs”” method leaves 
something to be desired since it excludes 
many important considerations. Here is . . . 


A detailed formula for 


setting hospital rates 


CHARLES G. ROSWELL, C.P.A. 


QUICK way to settle the prob- 

lem of fair and adequate hos- 
pital rates might be to repeat the 
recommendation that hospital rates 
should be based on per diem costs. 
Unfortunately, the “rates must 
equal costs’ formula does not al- 
ways leave one with a satisfied 
feeling, since it does not include 
considerations on the nature of the 


enterprise and the characteristics . 


of its consumers; nor does it pro- 
duce a specific formula for setting 
all hospital rates. 

With these factors in mind, 
about two years ago the Greater 
New York Hospital Association 
and the New York State Hospital 
Association appointed a committee 
to study hospital reimbursement 
policies. Careful and detailed anal- 
ysis produced a formula reflecting 
the average amount of per diem 
revenue required from inpatients 
occupying different types of ac- 
commodations, which income in 
the aggregate will tend to equal 
the total costs of providing services 


to inpatients. Further, it is be- | 


lieved that these rates may also be 
utilized for flat per diem rates in 
contracts with outside agencies. 


FIRST ATTEMPTS 


The committee appointed by the 
two associations had occasion to 
study a variety of principles which 
might be employed in developing 
a hospital’s rate structure. 

Early deliberations were influ- 
enced by reimbursement customs 


Mr. Roswell is assistant director of the 
United Hospital Fund of New York and 
chairman of the American Hospital Asso- 
ciation’s Committee on Accounting and 
Statistics. This article was adapted from a 
—— presented before the New d 
ospital Assembly, Boston, 
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of agencies such as Blue Cross, 
compensation insurance carriers 
and municipalities. It was soon 
realized, however, that most prob- 
lems relating to reimbursements 
from outside agencies stem from 
the fact that hospitals measure the 
adequacy of payment in terms of 
their own established charges. At 
this point: the committee decided 
to concentrate on principles which 
might be employed in the develop- 
ment of one good hospital rate 
structure, with the assumption that 
the same general principles should 
be applied in determining rates. of 
reimbursement for agencies pay- 
ing on a contractual basis. 


DETERMINING "ECONOMIC WORTH" 


The committee also advocated 
that established rates bear some 
relationship to the “economic 
worth” of the services provided, 
regardless of the computed cost for 
various accommodations. In deter- 
mining economic worth, or value 
of a service, consideration was 
given to privileges and luxuries 
enjoyed, such as physical environ- 
ment, visiting regulations, meal 
service and the number of patients 
in a given accommodation. 

Finally, it was thought that rates 
to inpatients should be based on 
fiscal needs, measured in terms of 
aggregate expenditures properly 
chargeable to inpatient care, and 
that consideration should be given 
to the average or probable occu- 
pancy of various accommodations. 


SPECIFIC RECOMMENDATIONS 


The specific recommendations in 
the report recently issued by the 


investigating committee are as fol- 
lows: 

} In hospitals providing more than 
one type of accommodation (such 
as private, semiprivate and ward), 
rates should be graded in rela- 
tion to the type of service pur- 
chased. This may be accomplished 
by the establishment of revenue 
ratios which may be used to de- 
termine the amount of income re- 
quired from patients occupying 
different types of accommodations, 
» Since hospitals are nonprofit 
agencies, rates charged for services 
to inpatients should be based on 
what may be termed measurable 
fiscal requirements. For purposes 
of rate determination, fiscal re- 
quirements should be based on 
actual expenditures, including pro- 
vision for depreciation and uncol- 
lectible accounts. 

» In utilizing ‘revenue ratios” and 


“measurable fiscal requirements” 


for establishing rates of reim- 
bursement, consideration should 
also be given to the adoption of 
what might be termed a standard 
occupancy factor. 


Revenue ratios: To follow the. 


principle that rates charged for 
hospital service should be “‘graded” 
in relation to the type of accom- 
modations, “‘revenue ratios” must 
be established to determine the 
income differential applicable to 
various inpatient services. 

For instance, a hospital with ac- 
commodations ranging from pri- 
vate rooms to multiple-bed wards 
may decide to establish a policy 
where rates to semiprivate-room 
patients will yield 33 1/3 per cent 
less income than rates to private- 
room patients, and where rates to 
ward patients will yield 50 per 
cent less. Such a policy would be 
expressed in the form of revenue 
ratios as follows: 


Revenue 
Accommodation ratio 
Private service 
Semiprivate service _-..---- 
Ward service 


Fiscal requirements: Although 4 
voluntary hospital need not be 
concerned with a “profit” factor, 
it must endeavor to protect its 
capital investment and at the 
same time maintain the reserves 
required to advance credit to pa 


_ tients, acquire a reasonable inven- 
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Fiscal requirements schedule 


The sample schedule below illustrates the committee's recommendations on what should and 
what should not be included in the aggregate income expected from inpatients. 


You should add: 


Provision for uncollectible accounts 


should deduct:* 


Research expenses 


Medical education 


Appeal for funds 


Rental of rooms to employees 


Employees’ pay cafeteria 


Telephone income 


Emergency department 


Private ambulatory patients 


To the total expense of operating the hospital .. $2,700,000 
Provision for See of buildings and equipment. 150,000 
85,000 
$2,935,000 
. Expenses not applicable to inpatient care, such as: 
$ 15,000 
5,000 
7,500 27,500 
$2,907,500 
2. Income items which may be treated as a recovery of expense, pee as: 
Income from special nurses and guest meals... $ 32,000 
Income from training school fees : 20,000 
70,000 
,000 
2,000 
Sale of supplies and drugs (other than patients) 3,500 
Income from gift shop and public restaurant 45,000 230,500 
$2,677,000 
3. Income from adjunct patient services, such 4 as: ) 
Income from outpatient department... $105,000 
15,000 
57,000 177,000 
$2,500,000 


Net expenses after adjustment 


*Income from general endowmenfs and philanthropic contributions should not be deducted from. ex- 
penses in calculating rates to be charged for services to inpatients. It is believed that such income 
should be used at the discretion of the hospital in making rate allowances to needy patients. 


tory of supplies, and meet cred- 
itors’ obligations promptly. 

It is the committee’s opinion 
that fiscal requirements can best 


be determined by using actual 


expenditures as the base for com- 
puting patient rates. 

The accompanying “Fiscal re- 
quirements schedule” reflects the 
committee’s views with respect to 
het expenses which may be used 
with “revenue ratios” to determine 
the income required from inpa- 
tients. 

Standard occupancy factors: In 
determination of rates, potential 
utilization of facilities is a very im- 
portant factor. The ideal method 
would be to project or estimate the 
probable occupancy for the period 
during which the rates are to be 


applied. Recognition could then be 


given to unusual fluctuation that 
might be anticipated. 

Under normal conditions, the 
occupancy experienced during the 
Previous calendar or fiscal year 
may provide data which could be 
used without modification. To 
avoid distortion which may result 
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from an abnormal situation, how- 
ever, consideration might be given 
to a calculation on the basis of an 
average for three years previous. . 


In brief, the formula suggested 
for determining revenue require- 
ments from inpatients is as fol- 
lows: 

|. Patient days in each type of 
accommodation are multiplied by 
revenue ratios to determine the 
number of potential “revenue 
units.” 

2. Revenue units are divided in- 
to the aggregate amount of ex- 
penses to be _ recovered from 
inpatients in order to obtain the 
value per unit. | 

3. The value per unit multiplied 
by revenue ratios will produce the 
average amount of per diem rev- 
enue required from patients treat- 
ed in various accommodations. 

A sample calculation is shown in 
the table below, using revenue ra- 


| tios and fiscal needs noted previ- 


ously. 


POTENTIAL BENEFITS 


A formula such as the one de- 
scribed here has many advantages. 
It recognizes the need for flexibil- 
ity in rates for various types of ac- 
commodations; it makes use of 
‘‘measurable”’ factors, facilitating 
explanation of the hospital’s rates; 
it gives real method to efforts to- 
ward making “rates equal costs,” 
and it produces results which may 
be used in establishing a flat per 
diem rate in contracts with various 
outside agencies. 


Sample application of rate formula 


Using the revenue ratios and fiscal needs presented elsewhere in the article, vities for accom- 3 
modations in one hospital would be determined as follows: 


Calculation of potential revenue units: 


Revenue 
ratios 
Private 3. 
Semiprivate 
Ward 1.5 


Determination of value per revenue unit: 


Potential 


Patient revenue 
days units 
x 25,500 = 76,500 
xX 60,000 = 120,000 
x 71,000 = 106,500 - 
303,000 


Fiscal needs ($2,500,000) divided by revenue units (303,000) equals value per revenue 


unit ($8.25). 
Calculation of revenue requirements: 
Revenue 
ratios 
Private ........ 3. 
Semiprivate 
Ward | 1.5 


. Per diem 
Value per revenue 
revenue unit requirements 
x $8.25 = $24.75 
x 8.25 = 16.50 
X 8.25 =. 


12.37 


| 
| 
| 
| 
| 
| 
| 
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The small minds invite trouble 


FOR SEVERAL YEARS, hospital administrators, hos- 
pital trustees, Blue Cross executives and Blue 
Cross trustees have been disturbed about the reck- 
lessness with which some medical staff members 
lavish expensive medications and expensive hospi- 


tal services on patients who happen to be receiving 


Blue Cross benefits. 

This is disturbing because such extravagance has 
been a large factor in raising the cost of Blue Cross 
coverage, because carried far enough it could de- 
stroy Blue Cross, and especially because the prob- 
lem is beyond solution by non-medical men—ex- 
cept by violating an old and theoretically soun 
tradition. | 

The tradition, of course, is that a non-medical 
person should not presume to tell a physician how 
he should prescribe for or treat a patient. In defer- 


ence to this tradition, hospital and Blue Cross rep- | 


resentatives have wrung their-hands and held their 
tongues. They have wondered how staff members 
could possibly be wasteful and at the same time so 
innocent of the damage they were doing, but they 
have respectfully avoided raising the question of 
bad motives. 


Against that background, the article by Dr. John © 


W. Sherrick, published in this journal, is highly 
pertinent. Here is a physician reminding fellow 
physicians that, in abusing their traditional fran- 
chise for petty purposes, they are playing with fire. 
No less pertinent is the following quotation from 
another source: 

“No government agency dealing with health and 
welfare or private insurance plan can succeed 
without our whole-hearted support; we have great 
power to build or destroy. Rightfully we have ac- 
cepted the principle of prepaid medical care and 
hospital insurance and we must make it succeed. 
Unnecessarily prolonged hospitalization and diag- 
nostic procedures not clearly indicated should be 
discouraged. In return for our professional support, 
we expect that hospital insurance plans refrain 
from transgressing into the practice of medicine. 
Fortunately on our local level, we have received a 
high degree of respect from the various insurance 
groups. This is not the situation in other locations. 
It may be necessary for the profession in some 
areas to exert its power of noncooperation and non- 
participation which can result in complete de- 


rangement of their actuarial experiences and finan- 


cial loss resulting in destructive rates.” 


66 


‘This statement was published in the June 1959 
Bulletin of the Summit County Medical Society, 


_ Akron, Ohio, and its author was the president of 


that society. Stripped of some double-talk phrase- 
ology, it says: “Gentlemen, it is within our power 
to destroy any Blue Cross plan. Whenever we find 
a Blue Cross plan which we think is ‘transgressing 
into the practice of medicine,’ let us destroy it.” 
The medical profession cannot be held strictly 


. accountable for the utterances of a county medical 


society officer, but leaders of the profession would 


be wise to take some steps. The practice of delib- 


erate and even vindictive extravagance appears to 
be spreading and it is a reckless toying with pub- 
lic faith in doctors. 

It would be ironic indeed if, in their willingness 
to destroy Blue Cross, the small minds in medicine 
were permitted to destroy a tradition which, more 
than any other force, so far has kept the profession 
out of bureaucratic hands. 


State of a welfare state 


NEWSPAPER CLIPPINGS during the last few months 


make it quite clear that all is not well with British 


Columbia’s compulsory hospital insurance pro- 
gram. 

Much of the controversy reaching print is con- 
cerned with the bed shortage. Physicians complain 


that they cannot find accommodations for “urgent 


cases” because the beds are occupied by chronic 
disease patients who stay on and.on in the general 


hospitals. 


_ Citizens long accustomed to buying what they 
need find themselves automatically barred from 


buying hospital care when they want it. Surgery 


may have been recommended by his physician, and 
the man may be well able to pay, but he probably 
will have to wait for months. Going to the hospital 
is no longer a matter of free choice. : 

What makes an “urgent case” is open to dispute, 
of course, which adds to the confusion. It has been 
suggested that panels of physicians be assigned the 
job of deciding which patients should be admitted 
to hospitals, but even the architects of social medi- 
cine shrink from that. 

Everybody is appalled by the staggering costs, 
and this includes government officials. When the 
hospital service act was set in motion two years 
ago, the compulsory premium for a married man 
with family was $24 and that for a single person 
$15. A year later this was increased to $33 and $21. 
Since the health department’s budget for 1951 was 
still $4,615,000 out of balance, the rates are now $42 
and $30—and that is not all. 

Originally all members of a household came un- 
der the wage-earner’s premium. Now brothers and 
sisters, parents and parents-in-law must be insured 
separately—and still that is not all. Now also there 
is co-insurance. All patients are now required to 
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pay in cash $2 to $3.50 a day for the first 10 days 
of hospitalization. 
The co-insurance device should have a familiar 


look to the fathers of socialized health services, for 


this is where they came in. When they came, they | 


said people are entitled to really comprehensive 


coverage. They said Blue Cross, always raising » 


rates and reducing benefits, obviously could not do 
the job. They said only government could do it, and 
they scoffed politely when others argued that such 


an open-end offer eventually would reach exactly 


the point that this program has reached. 

So in Bri‘ sh Columbia the rates are up a second 
time in twc , ars, benefits are reduced, and the pa- 
tient must now pay part of his bill in cash. And this 
happens, incidentally, when a split in the British 
Labor party is symbolized by a dispute over 
whether patients in that welfare state also should 
pay in cash part of the cost: of health services to 
keep the government from going broke. 

Meantime, British Columbia’s increased rates, 


decreased benefits and co-insurance are expected . 


to reduce, but not eliminate, the welfare budget 
deficit. This new income will not build new hospi- 


tal beds. In fact the government is publicly accused 


of prohibiting expansion because it cannot finance 
the use of beds now available. 


A light on the horizon 


_AS REPORTED IN DETAIL on page 59, the time ap- 


‘pears to be near when official attention can be 


given to the recently aggravated problems of ap- 
propriate financial arrangements between hospi- 
tals and a particular group of medical specialists. 
Representatives of the American Medical Asso- 
ciation and American Hospital Association plan a 


series of conferences which have been unavoidably 


delayed. These might have been well under way 
before now, with the specialty organizations rep- 


resented, had the proposed joint hospital accredi- | 
tation program not absorbed so much conference 


time during the last six months. 


_ Ample evidence that such discussions are needed 


is the irrational behavior of Colorado physicians 
(see news section) in amending their Medical 
Practices Act so that hospital trustees can be im- 


prisoned for signing an income sharing contract 


with a physician. This type of action presumably 
does not have the medical profession’s approval, 
and it is time the issues were clarified. : 

The emergence of such problems is a sign of the 
times, but the extent to which they have been ag- 
gravated is unfortunate. A tremendous rise in vol- 
ume of hospitalization and a simultaneous speedup 
in the evolution of medical practice have disturbed 
a number of old balances. Hospitals have been 
forced to assume new responsibilities to their com- 
munities, and this has been grossly misinterpreted 
as an attempt to enter into the practice of medicine. 
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Some members of the specialties involved— 
chiefly pathologists, radiologists and anesthesiolo- 
gists—are unhappy because they are not accepted 
as professional equals by other specialists whose 
work is more glamorous and whose skills are more 
widely heralded. This is a form of professional 
class distinction which is not at all peculiar to med- 
icine, but circumstances have made it easy to 
blame the hospital and to promote the theory that 
all inequality stems from the kind of contract un- 
der which a physician works. 

While such family problems can best be solved 
within the profession, beyond these there should 
be no issues that can’t be clarified in conference. 


Planning for disaster 


HOSPITAL DISASTER PLANS are not something new. 
Some hospitals established them years ago as pre- 
cautions against natural or accidental catastrophes. 
An outstanding example of how this pays off may 
be seen in the experience at Perth Amboy (N. J.) 
General Hospital, which used its disaster plan 
twice in a recent nine-month period. (See Hospi- 
TALS for September, 1950, page 60, and Hosprrats 
for April 1951, page 41. | 

But the outbreak of fighting in Korea has fur- 
nished a tremendous impetus to planning of this 
sort. 

At the end of 1950, the Federal Civil Defense Ad- 
ministration published a 260-page booklet entitled 
“United States Civil Defense—Health Services and 
Special Weapons Defense.” (For the hospital high 
points, see HospiTats for February 1951, page 37.) 
This booklet is invaluable as a guide toward hos- 
pital disaster planning and should be on every ad- 


ministrator’s bookshelf. But no one book can set 


forth a detailed disaster plan that will be-applic- 
able to. all hospitals. Here the individual hospital, 
considering its individual circumstances and-its in- 
dividual needs, must set up its individual plan. 
Anything done in an individual institution must 
be done in the light of the total civil defense situa- 
tion in any community. It must be coordinated. 
with the local office of civil defense. There is a nat- 


ural tendency, in such an operation, to go all-out 


in making drastic changes in the hospital’s mode 
of operation. Any disaster plan, however, must be 
drawn up in terms of the hospital’s regular respon- 
sibilities for uninterrupted service to its patients. 
On page 46 of this issue of the journal is a de- 
scription of one hospital’s disaster plan. This repre- 
sents the kind of thoughtful and coordinated ap- 
proach that is essential to a realistic plan of action. 
Basically this is a local plan, applicable in its en- 


_ tirety only to the U. S. Marine Hospital at Detroit. . 
But a similar plan, locally applicable, is within the 


reach of any hospital administrator who is willing 


to devote the time, energy and initiative to this 


aspect of his community’s welfare. 
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A PUBLIC HEALTH SURVEY POINTS TO 


Joint housing of hospitals 


and health departments 


MILTON TERRIS, M.D. 


ib ORDER TO COPE effectively with 
our most important health 
problems, public health is develop- 


ing a close association and part- 


nership with clinical medicine. One 
expression of this trend is the 


growing interest in bringing hos- 


pitals and health departments to- 
gether physically. as a means of 
facilitating the functional coordi- 


nation of preventive and curative 


services.? 

In 1948, because of the need for 
factual data to serve as a guide to 
planning, the Subcommittee on 
Medical Care of the American 
Public Health Association in- 
structed its staff to undertake a 
survey of joint housing. 

Field visits were made in 1948 
and 1949 to 24 units in the United 
States in which the health depart- 
ment and the hospital were jointly 
housed—that is, either combined 
in one building or situated adja- 
cent to one another. Interviews 
were held with the health officer 
and members of his staff, as well 
as with the hospital administrator 
in most instances and medical staff 
members in some.? | 

Some form of coordinated ac- 
tivity was found to exist in all of 
the units studied, varying from a 
-bare minimum to a multitude of 
cooperative relationships. 

In several of these units, the 


health officer is consulted by the 


hospital administrative staff for 


1. “Coordination of and Health 
Departments.” American Journal of Pub- 
lic Health. 38:700-708 (May) 1948. 

2.7 The author is grateful to the Rocke- 


feller Foundation for the — t of funds 
which made this study possibl 


Dr. Terris is staff director, Subcommittee 


on Medical Care, American Public Health 
This article was adapted from 
papee presented before the American 
Pu Health Association, St. — Octo- 
ber 1950, and published in the American 
Journal of Public Health for March 1951. 
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assistance with a wide variety of 
problems. Hospital staff members 
present lectures to the _ public 


health nurses, and joint staff con-— 
ference of hospital and public 


health nurses are held occasionally 
on problems of mutual interest. 

In a number of areas, the health 
department has teaching respon- 
sibilities in the nursing school. 
Public health nurses are some- 
times utilized for the follow-up of 
various categories of discharged 
hospital patients, not merely those 
presenting obstetrical or commu- 
nicable disease problems. Interns 
and residents are being used in 
health department clinics in half of 
the 16 hospitals studied which 
maintain house staffs. 


FUNCTIONS OF HEALTH OFFICERS 


In half of the 24 institutions 
studied, the health officer is con- 


sulted regularly for the diagnosis 
- of communicable diseases. In sev- 


eral counties, the health officer has 
been instrumental in having the 
hospital take routine serological 
tests of patients, while in other 
areas he is responsible for the clin- 
ical management of hospital pa- 
tients with venereal disease. 

In three of the units, the hospital 
chest clinics are staffed by public 
health nurses, either entirely or in 
cooperation with the _ hospital 
nursing staff. Single laboratories 
serving both health department 
and hospital are also found. 

Maternal and child health rep- 
resents a fertile field for coordina- 
tion of services. Public health and 
hospital nurses work together in 


some maternity clinics, while in 


two other units hospital residents 
are used in the health department 
maternity clinics. 


Other examples may be cited of 
coordinated activity. There is a 
blood bank in one unit and a car- 
diac center in another, both of 
which are cooperative projecis. A 
cancer prevention-detection <linic 
finds public health officials and 
physicians working together. Pub- 
lic health nutritionists work closely 
with hospital dietitians in develop- 
ing special diets for clinic patients, 

Although many of the coopera- 
tive relationships mentioned can 
be achieved whether or not the 
hospital and health department are 
in close proximity, there is little 
doubt that combined or adjacent 
housing greatly facilitates their 
development. Such _ coordination 
does not come about automatically 
but requires a great deal of con- 
scious planning for improved serv- 
ice. 

The greatest single advantage of 
joint housing is the opportunity it 
provides for public health person- 
nel to come into close working con- 
tact with practicing physicians and 
the hospital staff. Numerous other 
advantages for the health depart- 
ment are _ available, including 
greater prestige through associa- 
tion with a medical center, easier 


admission of patients requiring 


hospital care, greater contact with 
clinical medicine, better opportu- 
nities to promote preventive medi- 
cal procedures, and the use of va- 
rious hospital facilities with greater 
economy and improved service. 
The major disadvantages of joint 


- housing were found to be confined 


to the combined units in which the 
health department was housed in 
the hospital building. Inaccessibil- 
ity of the hospital was considered 
by some to be a problem. 

It is significant, however, that 
the great majority of the health 
officers believed that the advan- 
tages of joint housing outweighed 
the disadvantages, while only three 
of the 24 expressed opposition to 
joint housing on the basis of their 
experiences. Practically all of the 
hospital administrators interviewed 
likewise expressed approval of 


- joint housing. On the basis of this 


survey there i is little doubt that the 
close proximity of hospitals and 
health departments is a valuable 
means of facilitating the coordina- 
tion of preventive and curative 
medicine. 
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What jeetill be done when diarrhea suddenly shows 
up among workers? At Cincinnati's Jewish Hospital 
this question called for a quick and proper answer. 


Acute infectious gastroenteritis— 


An epidemic among hospital personnel 


DAVID H. ROSS, M.D., M.P.H. 


OST HOSPITAL administrators, 

I believe, would have a vague 
idea of what to do if an epidemic 
of acute infectious gastroenteritis 
struck at their personnel or pa- 
tients, or both. Even though trained 
in the epidemiological aspects of 
public health years ago, I found 
myself among those administrators 
with only a vague concept of what 
to do when such an outbreak ap- 
peared in Cincinnati’s 264-bed 
Jewish Hospital. 

“What to do?’ I asked myself. 
“What plan of attack shall I de- 
vise? Shall all members with his- 
tory of present or recently past 
diarrhea be taken off their jobs? 
Is it feasible also to remove from 
their duties those employees who 
have had contact with diarrhea 
cases present or recently past? 
Once taken off the job, when can 
they safely return? Is their pay 
envelope to suffer because of a sit- 
uation beyond their control, or 
shall the hospital’s finances bear 
the burden for a situation also 
beyond its control? How can I keep 
the matter from receiving undue 
or distorted publicity?” These and 
Many other questions needed an- 
Swering and a decision had to be 
made quickly. 

Our approach to the olitlaiis 
and the management of the situa- 
tion has ended in a way so gratify- 
ing that I have thought that other 
administrators may find the infor- 
mation to their institutions’ ad- 


vantage in the event that a similar 


Dr: Ross is executive director’ of the 
Jewish Hospital Association, Cincinnati. 
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occurrence suddenly may face 
them. 

On September 6, 1950, four stool 
specimens were submitted to the 
clinical laboratories through the 
personnel physician’s office—speci- 
mens from four employees who 
were suffering from diarrhea. By 
the next day, preliminary identi- 


fication of the organisms was made. 


They were salmonella typhi muri- 
um. This is a species of organism 


causing an acute inflammation of 


the gastro-intestinal tract in mice, 
guinea pigs, sheeps, pigs, parrots, 
ducks, chickens, turkeys, pigeons 
and canaries and not infrequently 
in man. | 

The director of clinical labora- 
tories reported the matter to the 
assistant executive director. Final 
identification was made by the 
laboratory on the 8th—a Monday, 
when another employee appeared 


-with the same complaint. A de- 


cision was then made to handle the 
cases in the manner of an incipient 
outbreak. 


NO PUBLICITY 


The question arose as to whether 
the situation should be reported to 
the department of health at the 
time, or afterwards. There was 
concern over possible distorted 
publicity through the radio and 
press. It was decided to report the 
matter, nevertheless, and to seek 
the full cooperation of the health 
department in keeping the matter 
from the public to avoid unneces- 
sary alarm. The commissioner un- 
derstood the matter fully and as- 


sured us of his cooperation, with 
the result that the matter was kept © 
entirely quiet. 


IMMEDIATE ACTION 
The following procedures were 


instituted and put into 3 effect im- 


mediately: 

|. The food handling employees 
already known to have had diar- 
rhea were advised to remain away 
from work. 

2. The clinical laboratories were 
advised to have large numbers of 
proper culture plates on hand. 
Central supply was asked to have 
large numbers of swabs ready for 
the purpose of taking rectal smears 
directly from the patient rather 
than waiting for stool specimens. 
This afforded a much quicker and 
more certain proced- 
ure. 

3. The employees’ physician and 
the chief resident were immediate- 
ly alerted. 

4. The personnel manager was 
instructed to begin looking imme- 
diately for a group of temporary 
personnel for any section losing a 
number of members by reason of 
illness. 

5. The women’s auxiliary was 
alerted to stand by for personnel 
volunteer assistance, if it became 
necessary. 

6 An emergency meeting of all 
the department and section heads 
was held to inform them of the sit- 
uation and advise them as to nec- 
essary action. The essential fea- 
tures of the established procedures 
were quickly mimeographed and 
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distributed among them. These fea- 
tures read as follows. 


Essential Features of Established 
Procedures For Department 
and Section Heads 

In order to control the potential 
outbreak of widespread diarrhea, 
the following procedures will 
followed: 

A. Stool cultures on the follow- 
ing: 


1. All individuals who give a_ 


history of diarrhea during the past 
two weeks. (See paragraph C) 

2. All employees in the dietary 
department. | 


3. All employees in the operating | 


room unit, on the obstetrical serv- 
ice and in the nursery. 

4. All individuals who work in 
close contact with one who has had 
diarrhea. By arbitrary definition 
close contact will mean those 
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working in a segment of. hospital 
service or a department or portion 
of a department where continuous 
and repeated contact occurs with 
the diarrheal individual. For ex- 
ample, a specified nursing station, 
or an administrative office, or a 
unit in the laboratory. | 

B. In the cases where an indi- 
vidual has had diarrhea in the 
past two days and the individual 
comes in contact with food used in 


the hospital, or with patients in the 


hospital, that individual should be 
given a leave of absence upon the 
discovery of the diarrhea and for 


the duration of therapy. In other 


segments of the hospital activity 
where contact with food or the sick 


patient is not a factor of their 


work, the individual may remain 
on duty if he himself feels physi- 
cally able to do so. Employees of 
dietary, nursing service and the 


house staff fall into the first group 


while employees of the other cate. 


gories fall into the second group. 
C. Department and section heads 
are advised to notify the office in 


the laboratory regarding employees 


in their segment who are affected. 
Then they will await further in- 
structions regarding the medica] 
handling of the case. These em- 
ployees will guide themselves 
according to the statements in par- 
agraph B regarding their continu- 
ance at work. They are to be seen 
by a designated member of the 
house staff in the reception and 
emergency unit where a stool cul- 
ture and a history pertinent to the 


abnormality will be taken and in- 


dividual advice and therapy given 
to the involved person. Care and 
therapy may be given by the pa- 
tient’s private physician if he so 
desires but it will be given by our 
house staff if private care is not 


desired. The private doctor will be . 


consulted in. any instance. 

1. Individuals who provide a 
positive culture with the common 
offending. organism will receive 
antibiotic treatment for five con- 
secutive days. They will there- 
after be taken off treatment for 
two days and then will have stool 
cultures taken in the treatment 
room by our staff for three con- 
secutive periods, each separated by 
24 hours. This means that if an 
individual falls into the category 
that called for cessation of work, 
at least 10 days will elapse before 
he can return to work. If the check 
cultures are not negative, of course, 
this period of time obviously will 
be lengthened. 

2. Individuals who remain on 
the job although they have had 
the specific diarrhea will not be 
affected except as regards the 


period of therapy and the need for 


the extended checking. 7 

3. In the case of any individual 
who has had diarrhea within the 
recent past, three cultures 24 hours 
apart are necessary if negative re- 
sults are. obtained with the initial 
culture. If the initial culture 1s 
positive, of course, we will be 
guided in the handling of the in- 
volved person according to the out- 
line already given. If there are 


THIS patient's history form, once filled 
out, is used as a guide in further therapy: 
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three negative cultures, then that 
particular case may be dismissed 


from consideration so far as our 


present problem is concerned. 

4. In regard to contacts (fellow 
workers) of positive or proven 
cases, it will be necessary to have 
two negative cultures, taken 24 
hours apart, before the possibility 
of a silent carrier state can be 
dismissed. 

5. For the guidance of the med- 
ical personnel, antibiotic studies 
with the offending organism have 


been completed and it is recom- — 


mended. that chloromycetin be 


utilized for therapy as the most 


effective antibiotic. Terramycin is 
almost as effective. The sulfa drugs 


are not appreciably effective. It is 


recommended that 250 mgms. of 
the chloromycetin be given every 
four hours day and night for the 
five days. Thereafter, the checking 
as outlined in item No. 1 may be 
followed. 


6..It might be well for efforts to 


be made to emphasize tactfully to 
all the desirability of a more than 


. usual attempt in all aspects of per- 


sonal hygiene, if for no other 
reason than for personal protec- 
tion as well as for the purpose of 
not acting as an unwitting carrier. 


D. The department and section 
heads are advised to emphasize 
that the offending organism and 
the diarrhea which has appeared 
do not constitute a serious indi- 
vidual problem. 

1. Patients are not seriously ill. 
The reason for the attempts at con- 
trol and wholesale culturing and 
therapy are to prevent a wide- 
spread state of the diarrhea and 
particularly a spread to patients 
who are already ill with other 
diseases. 


2. Department and section heads 
may reassure employees that the 
employees will not be penalized as 
regards sick leave or cost of 
therapy. 


E. The technique of the obtain- 
ing of cultures is a problem that 
will fall to the hands of the house 
doctor serving in the treatment 
room. For purposes of this memor- 
andum, it is sufficient to state that 
cultures will be made with a swab 
and that entire stool specimens 
are not necessary, although the lat- 
ter may be used if the specimen 


can be obtained in the treatment 
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room and the attending ‘doctor is 
willing to have such a specimen 
substitute for the swab. The cul- 
ture material should be sent to the 


laboratory for processing without — 


undue delay. 

F. Mimeographed data _ sheets 
(see illustration) are available in 
the treatment room for the use and 
guidance of the doctors in the tak- 
ing of the histories. The data re- 
quested represents a minimum of 


information desired, not the max- . 


imum. 

G. It should be emphasized to 
ALL that these procedures and the 
cause for doing them should not 


become a matter of outside discus- 


sion. It is most easy to have this 
relatively minor, though trouble- 
some, matter magnified entirely 
out of proportion to its importance 
by unthinking discussion and spec- 
ulation, 


TECHNICAL PROCEDURES 


All submitted specimens were 
cultured on Kauffmann’s brilliant 
green agar plates. (Subsequent, 
evaluation would indicate that this 
might have been supplemented by 
placing the swabs in selenite-F 
enrichment media after inoculating 


‘the plates in order to be able to 


use the enrichment procedure for 
additional culture work if the di-_ 
rect plating was negative. It is 
possible that additional cases might 
have been picked up through this 
secondary or additional proce- 


- dure.) Characteristic cultures were 
checked with polyvalent serum . 


within 24 hours. Final identifica- 
tion of presumptively positive cases 
was dependent upon the use of 
absorbed serum, which, of course, 
took additional time. _ 

A group of salmonella typhi 
murium cultures obtained from 
four different individuals at the 
beginning of the outbreak were 
checked for sensitivity against a 
battery of antibodies. This check 
revealed the organisms were most 
sensitive to chloromycetin. Prior to 
the obtaining of this information, 
the available cases were treated 
empirically, some with sulfa drugs 
and some with chloromycetin or 
aureomycin. 


SUMMARY OF FINDINGS | 


All in all, 240 individuals were 
examined and 18 positive cases 


were obtained; 332 cultures were 
made. Out of the 18 cases, five were 
of individuals in the kitchen, four 
with the nursing service, inree 
from x-ray, two of the house staff, 
one from the May Institute (the 


‘hospital’s research institute), one 


from the clinical laboratories, one 
in surgery and one in the nursery, » 
The last positive case was ob- 
tained September 15, 1950, nine 
days after the submission of the 
original four cultures which called 


the outbreak to our attention. Re- 
_ sponse to a single course of therapy 


was sufficient in most cases. In sey- 
eral instances, however, additional 
courses had to be given; one re- 
quired the equivalent of four 
courses, changing from chloromy- 
cetin to terramycin, and needing 
14 cultures before being declared 
free of the typhi murium. 

_ No eases of active infection were 
found in any patient during this 
period. We found it valuable to 
have available the sera and tech- 
nique for salmonella typing, inas- 
much as organisms belonging to 
the salmonella family are fre- 
quently the cause of epidemics of 
acute gastroenteritis. 


ASCERTAIN SOURCE 


In an outbreak of this nature, 
it is the usual practice to attempt 
to determine the primary source 
of infection. Frequently this source 
turns out to be a clinically well 
individual who harbors the organ- 
ism in his intestinal tract. Often 
the search is _unrevealing. 

We attempted, by review of the 
facts, to ,ascertain the primary 
source, but we. were unsuccessful. 
There was a strong possibility that 
in our treatment of those who were 
ill, those who had been ill, and all 
the contacts of these employees, 
we unknowingly had taken care of 
the primary source. I must empha- 
size, however, that this is specula- 


tion. We are happy to say, though, 


that the entire outbreak was con- 
fined to a nine-day period in this 
instance. 


The writer takes this opportunity 0 
acknowledge with deep appreciation om 
significant aid rendered by Dr. Philp 
Vasserman, director of the clinical abor- 
atories of the Jewish Hospital. He aot 
acknowledges appreciation for the inte 
and help given by Dr. Albert Sabin, pro 
fessor of research pediatrics, University 0 
Cincinnati, College of Medicine, 

erlin Cooper, associate professor of ba : 
and assistant professor of 
at s, University of Cincinnati, Colles 
of Medicine. 


HOSPITALS 


i 

¢ 

4 

4 

4 

H 
& 

J 
& 


THE GO N 
CLEVELAND 15, OHIO 


To Hospital Administrators: 
Earlier this year, WS an 


X-P Explosio 
Does this mean that you will 


I was as 
X-4 Baby Incubator?” Maybe this is a good 


question for everyone. 

not drop the | 
originally designed for use with oxygen and 
We shall keep right on making it and se 

a fine, safe, low-cost 

ship out more of them this year then ever 


Gradually, the sound need 


ked to design 


we were 48 
and safe to use where 


in use and 7 years old) for use 
Bab 


“Back of every 


© 
the Gordon ‘Armstrong Co., Inc 


= 1951, VOL. 25, PART | 


nounced in the hospital 
n-Proof Baby Incubator. Soon after 


Armstrong X-4 Baby 


the surgery and delivery room 
an Incubator that was explo 


for use in 


The Gordon Armstrong 


Quit. 


ARMSTRONG COMPANY, INC 


drop the 


Baby Incubator for nursery use- 
before. 


magazines our new 


time to answer e 


Incubator. It was 
heat in the nursery- 
lling it for the nursery: It's 

And 


sion - proof 


there might be concentrations of ethyl! ether, 


other explosive gases- 


the delivery room 
mple to operate. 


An Easy Way to trade 
your old Armstrong X-4 
Baby Incubator for a 
new one at the low. 


day 


we'll 
@ Under our service exchange 
plan, you return your old X-4 in 
cubators to us. In exchange i 
furnish completely new, latest rs 
sign X-4’s and give you the 


ethylene, cyclopropane OF 

More and more every pew born baby is being placed in an Incu- abl 

bator with heat, humidity and oxygen- The new Armstrong X-P le allowance of one-third th 

Explosion-Proof y Incubator, as tested and approved by Under- original cost of the trade-i e 

writers’ Laboratories, is the safe Baby Incubator to use wherever If e-ins. 

there may be concentrations of hazardous gases. you figure a low average of 3 

We shall make both Incubators—the Armstrong X-4 (overt 15,000 years of life, a completel | 
in the nursery and the Armstrong ‘Ainimiaeicmitica Meas pietely new 

g X-4 will cost you only 


9¢ a day. Could we suggest a better 


X-P Explosion-Proof 
are low in cost and both are § e for the purpose esigned. way to kee ‘ 
We shall always try to design and build what you need and get it onto dee - your baby incubators 
into your hands at the lowest possible cost. | ' 
And, there has been no increase in the price of the Armstrong X-4 Check your X-4 incubato ) 
Baby Incubator since September, 1948. We're proud of that price see how many sh fs now— 
record, made possible principally because you've bought so many silat = ould be replaced 
of them. T you. Cicada ugh our service exchange plan 
ordially yours, Then write for fall details—and 
we'll also tell you how we dispose 


of the trade-ins. 
XK > 
COUNCIL ON 


PHYSICAL |. 


4 
i 
r 
the announcel 
low-pr 
’ | 
an Incubat 
: sing 
= antec 
4 d ely ac apre 
| 
| 
- 
’ 
- 
1S 
n 
rong 
-Treas 
Pres-ire 
ge a Armstrong X-4 Baby Incubator is over 15,000 incubators’ worth of experience.” 4 > Ge y ; 
oF > 
23° LaBo® 
J 
73 


The present status of BCG 


in tuberculosis therapy 


ARTHUR B. ROBINS, M.D. 


VER SINCE the identification of 


the tubercle bacillus by Robert 


Koch in 1882, the immunological 
aspects’ of tuberculosis have been 
under intensive investigation. 
These studies have taken three di- 
rections. The problem of therapy 
was the first to be approached and 
numerous attempts were made to 


find substances produced by the. 
tubercle bacillus that would be 


helpful in the treatment of the dis- 
ease. The most famous of these 


experiments was the use of tuber- _ 


culin in pulmonary tuberculosis by 
Robert Koch himself, but this and 
all subsequent efforts failed, and 
no effective agent of this type has 
yet been discovered. 

Another avenue of approach was 
the study of immunologic reactions 
in the diagnosis of tuberculosis. 
The importance of immune bodies 
like agglutinins, precipitins and 
complement fixation antibodies in 
other diseases had been well estab- 


lished. It was hoped that similar . 


determinations would prove of 
value in the clinical diagnosis of 
tuberculosis. Unfortunately, the 
presence of such substances did not 
distinguish between cases with 
simple tuberculous infection and 
those with serious disease. 
Recently, interest in this phase 
of the subject has been revived and 
several studies on the immune re- 
sponse in tuberculosis have ap- 
peared. These investigations, still 
not proved valid, have been con- 
cerned with the evaluation of the 
activity or prognosis of known 
" Dr. Robins is director of the Bureau of 


Tuberculosis, New York City Department 
of os This 


article was adap from: 
a resented at a sym um on new 
m tadormation in tu osis. 
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tuberculous lesions by serological 

tests rather than with the estab- 

lishment of the diagnosis itself. 
The third and most promising 


direction taken in immunological 


research was in the prevention of 
tuberculosis. What could be more 
logical than to apply the smallpox 
vaccination technique to tubercu- 
losis? First, dead tubercle bacilli 
were tried with disappointing re- 
sults. Then minute quantities of 
virulent tubercle bacilli were em- 
ployed. Fortunately, the doses were 
too small to do any harm but also 
failed to do any good. The next 
step was the use of tubercle bacilli 


of low virulence either natural or | 
artificially produced. Literally 


hundreds of such organisms were 
studied. None of these experiments 
was successful. 

The most effective line of re- 
search proved to be the investiga- 
tion of virulent cultures that 
showed spontaneous loss of their 
virulence. In 1908 two French in- 
vestigators, Calmette and Guerin, 
began the studies which were to 
lead to the development of an 
effective vaccine. Over a 15-year 
period they cultured and- sub- 
cultured a virulent form of bovine 
tubercle bacillus on special media 
until they had produced an organ- 
ism incapable of causing tubercu- 
losis in animals. This strain Cal- 
mette named BCG ae Cal- 
mette Guerin). 

‘ The test of this vaccine in man 
was begun on infants in 1922 by 
Weill-Halle. In 1930 an incident 
occurred which set back the cause 
of BCG vaccination for the next 


15 to 20 years. A group of 249 in-- 


fants in Lubeck, Germany, were 


given BCG orally in the spring of 


1930; by autumn, 73 were dead. 
Subsequent investigation proved 
that the fatalities were due to con- 
tamination of the vaccine by viru- 
lent tubercle bacilli, but BCG vaec- 


. Cination remained suspect and 


little interest in it was shown in the 
United States or England until re- 
cently. 

Fortunately, the subject of BCG 
had been kept alive in Scandinavia 
during this period. Heinbeck began 
to use the vaccine in Oslo as early 
as 1925 and the procedure was 
rapidly adopted elsewhere in Nor- 
way, Dennaark and Sweden. Intra- 
dermal injection became the ap- 
proved method of administration, 
and techniques of preparation and 
dosage were standardized. Care- 
fully controlled studies provided a 
statistical foundation for appraisal 
of the results of prophylactic im- 
munization. These Scandinavian 
experiences have formed the basis 
for the current widespread en- 
thusiasm for BCG. 


WORLD-WIDE PRACTICE 

At present, BCG vaccination 
against tuberculosis is being prac- 
ticed in every part of the world. In 
addition to Scandinavia, where 
over one million vaccinations have 
been done, about 10 million inocu- 
lations have been given through- 
out Europe by the “Joint Enter- 
prise,” a combined activity of the 
UNICEF, the Danish Red Cross, 
and the World Health Organiza- 
tion. BCG is also being used ex- 
tensively in Russia, South Amer- 
ica, Asia, and particularly in Ja- 
pan. In the last few years it has 
been introduced in the United 
States and Canada, and it is soon 
to be tried out in traditionally 


‘conservative Great Britain. 


A brief discussion of the basic 


- principle of vaccination is in order 


at this point. This in essence is 
that an individual who has had a ~ 
successfully controlled primary 
fection with the tubercle bacillus 
is protected against subsequent ex . 


_ posure to virulent organisms. The 


experiences of schools of nursing 
and similar groups in Scandinavia, 


‘Canada and the United States have 


consistently shown that the risk 
ef contracting tuberculosis during 
training is greater for nurses who 
are nonreactors to bewcomen than 
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for those who show a positive re- 
action on entrance. — 


The proponents of BCG have | 


reasoned that if this is true, it 
would be more desirable to arti- 


ficially produce a primary infection 


by the inoculation of a measured 
dose of a virulent tubercle bacilli 
than to rely on the ability of the 
individual to successfully control a 
natural infection with virulent or- 


ganisms. This consideration is im-_ 


portant if the natural infection is 
apt to be massive rather than cas- 
ual, and to occur at a time of life 
when resistance is relatively low. 


An impressive group of experi- 


ments have shown a reduction in 
morbidity of approximately 80 per 
cent in BCG vaccinated persons 


compared with non-vaccinated 


controls. 
The indications for the use of 
BCG follow logically from these 


considerations. Females in adoles- 


cence and early adult life are a 
highly susceptible group, and the 
physical strain of the occupation 
and mode of living of nurses tends 


to further depress their resistance ~ 


to tuberculosis. The opportunities 
for massive exposure to tubercle 
bacilli are of course always pres- 
ent. The number of positive re- 
actors to tuberculin at the time of 
entrance in training has been con- 
sistently decreasing, further em- 
phasizing the need for BCG, 


USE AMONG STUDENT NURSES 


Students of nursing were among 
the first groups to be included in 
the BCG program in Scandinavia 
and the same is true in this coun- 
try. The United States Public 
Health Service has assisted in set- 
ting up vaccination programs for 
nurses in many states and cities. 
The Department of Hospitals of 
New York City has approved its 
use for its nursing staff, and a 
number of private hospitals in this 


city are also making BCG avail-_ 


able. The fact that there is no gen- 
eral program for the routine chest 
x-ray of hospital admissions and 
that a large proportion of the tu- 
berculosis patients are cared for 
on general medical services makes 
BCG equally necessary for other 
hospital personnel and for medical 
students in this city. 

BCG vaccination has also been 
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found of value to inmates in men- 
tal institutions. The condition of 


these patients, almost insures the 
spread of tuberculosis, and the 


high tuberculosis mortality and 


morbidity among them is a matter © 


of common knowledge. Even 
though tuberculin test surveys 


have shown that the percentage of 


nonreactors in mental institutions 
is extremely small, BCG programs 
are being prosecuted 
among this population. | 
The most obvious indication for 
the use of BCG is in persons who 
are known contacts to cases of 


tuberculosis. Members of families 


in which tuberculosis is present 
not only are exposed to infection 
but may also be constitutionally 
more susceptible to the develop- 


‘ment of the disease. BCG vaccina- 


tion has been advocated for in- 
creasing their resistance. 
It is particularly indicated for 


children and pre-adolescents since 


they are less apt to have been in- 
fected and may still show a nega- 
tive reaction to the tuberculin test. 
In recommending BCG for this 
group, it must be stressed that vac- 
cination is not a substitute for the 
isolation of infectious cases of 
tuberculosis. 

The one group about which there 
is more complete disagreement in 
regard to the application of BCG 
is the general population. Some 


have advocated that it be used uni- | 
-versally for nonreactors to tuber- 


culin, from cradle to grave. Others 
have maintained that there is no 
justification for its use, since its 


efficiency is still unproven, and no © 


evidence exists that it has in- 
fluenced the mortality or mor- 


bidity from tuberculosis in any 


country. 
These critics of BCG also point 
out that its widespread employ- 


ment would result in a high per- | 


centage of positive reactors to 
tuberculin in children, and thus 
destroy the value of the tuberculin 
test as an epidemiological index 
and clue in source case investiga- 
tion. They would confine the use 
of BCG to small, carefully con- 
trolled studies. Most workers in 
the United States take a middle 
position, as expressed in the offi- 
cial opinion of the American Tru- 
deau Society, in which vaccination 


is recommended for children and | 


certain adults considered to have 
inferior resistance and living in 


communities in which the tubercy- 


losis mortality rate is unusually 
high. 7 


The following principles have 


' guided the establishment of the 


BCG program of the department of 
health. The vaccination of hospital 
personnel, medical students and 
patients is the responsibility of the 
institution concerned; our role in 
this connection largely been 
confined to technical - Syidance and 
assistance. 


FIRST BCG CLINIC 


The setting up of vaccination 
service in each of the chest clinics 
of the department of health was 


considered impractical at the out- . 


set, since the administration of 
BCG requires specially trained 
personnel and a constant supply of 
freshly prepared vaccine. It was 
decided, therefore, to start with one 
clinic located in the area with the 
highest tuberculosis mortality in 
the city, and the first BCG clinic of 
the department of health was 
opened in the Central Harlem Dis- 
trict Health Center in October 
1949. 


This clinic is in operation four 


mornings of each week. On Mon- 
day and Tuesday, patients are 
given Mantoux tests using 0:1 ce of 
a 1/1000 solution of old tuberculin 
prepared by the Bureau of Labo- 
ratories of the department of 
health. All patients attending the 
clinic also receive a 70 mm. chest 
x-ray at the time they are tuber- 
culin tested. | 
The tuberculin tests are read on 
Thursday and Friday mornings, 
patients with negative reactions 
are vaccinated with BCG at that 
time. The vaccination is done intra- 
dermally, 0.1 cc of a solution con- 


taining 1.0 mg of BCG per milli- 


liter being injected into the skin of 
the upper arm. Approximately 
two months after vaccination, the 
patient is recalled and a post-vac- 
cination tuberculin test is per- 
formed with the same strength of 
tuberculin used in the pre-vaccina- 
tion test, It is planned to have all 
individuals who have been suc- 
cessfully vaccinated return an- 
nually, for repeat tuberculin tests 
and chest x-rays. 

In the period from October 1949 
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this new Upjohn plant has 
been in full production. 

It is the culmination of 
five years of planning and | 
four years of building. 
These greatly expanded 
Upjohn facilities keep pace 
with rapid advances in 
medical research. 


Medicine... Produced with care... Designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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through August 1950, during which 
the clinic has been in operation, 
a total of 1,628 prevaccination 
tuberculin tests were completed, 
of which 58 per cent were positive. 
Thirty per cent of the individuals 
tested were: under 15 years of age, 
36 per cent from 15 to 30 years of 
age, and the remainder over 30 
years of age. The proportion of 
positive reactors was 20 per cent, 
60 per cent, and 90 per cent re- 
spectively. 

During this time there were 429 


non-reactors who were vaccinated 


with BCG and returned for post- 


vaccination tuberculin tests. All 


but four of these individuals 
showed clear-cut positive reactions 


to 0.1 mg. of old tuberculin. The 


four negative reactors were suc- 
cessfully revaccinated. Sufficient 
time has not yet elapsed for annual 
retests to be done. : 

So far our experience with BCG 
vaccination is uniformly favorable. 
The intra-dermal method of in- 
oculation has proven quick, rela- 


While the patient lies abed 


DERMASSAGE 


helps maintain 


and pin to your 

LETTERHEAD 
for a liberal Trial Sample of 
EDISONITE SURGICAL CLEANSER 
instruments come spotiessly clean 
and film-free. after a 10- to 20- 
minute immersion in Edisonite's 
probing “chemical fingers” solution. 
Harmiess to hands as to metal, 
glass and rubber. 


EDISON CHEMICAL COMPANY 
30 W. Washington St., Chicago 2 


~ An Established Aid 
to Good Nursing Now 
with 
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i Oily lotion helps prevent bed sores 
The soothing, emollient character of Dermassage 

has made it a confirmed ally in measures for the 
prevention of bed sores and in massage. Its lanolin and 
olive oil content lubricates skin surfaces and reduces 
the likelihood of skin cracks and irritation 
resulting from dryness. A pleasant cool sensation 
is produced by menthol, without resort to rapid 
evaporation and loss of skin moisture. 


EDISON CHEMICAL CO. 

30 W. Washington, Chicago 2 hain 
Please send me, WITHOUT OBLIGATION, 
your Professional Sample of Dermassage. 


» Hexachlorophene gives added protection 


With the addition of hexachlorophene, effective 
germicidal and deodorant agent of low toxicity, 
Dermassage has acquired greater protective value. It 
makes possible a lowered bacterial count on skin areas 
to which it is routinely applied, thus 
minimizing the risk of initial infection should 
skin breaks occur in spite of precautions. 


An efficient means of protecting the patient against skin discomfort 
or damage while confined to bed or wheel chair in 
hospital or home. Used and approved in — 
thousands of hospitals, coast-to-coast, 
and on the recommendation of doctors, 
nurses and hospitals to patients 
returning home. 


Invited to test 
DERMASSAGE 


tively painless, and free from com- 


' plieations. There have been no in- 


stances of lymphadenitis or sys- 
temic reaction, and the lesions at 
the site of inoculation have only 
occasionally shown slight super- 
ficial ulceration. In more than 99 


per cent of the cases, a clear-cut 


positive reaction to 0.1 mg. of old 
tuberculin has been obtained two 
months after the initial vaccina- 
tion. How long the conversion of 
the tuberculin reaction will persist 
and what degree of protection vac- 
cination will afford the individual 
cannot of course be determined at 
this time. . 

From its inception the BCG clinic 
has operated on a city-wide basis 
and has accepted patients regard- 
less of borough of residence. No 
large scale attempt to sell BCG 
vaccination to the general public 
has been made. It is our conviction 
that the BCG program should be 
expanded, particularly in the 10 to 
30 year age group in which the 
proportion of nonreactors and the 
incidence of clinical disease is 


great. Because of the small num- | 


ber of serious cases found in young 
children, we do not feel that vac- 
cination is routinely indicated at 
this age, even in areas with a high 
tuberculosis morbidity and mor- 
tality. . 

It should not be assumed from 
the above discussion that there are 
no unsolved problems in regard to 
BCG. Complete standardization of 
the vaccine has not been achieved 
and no dried preparation which 
can be stored for any length of 


time is yet available. There is no 


agreement on the duration of im- 
munity produced by vaccination, 
its correlation with the tuberculin 
reaction and the optimum interval 
and frequency of revaccination. 
From our experience, we are pre- 
pared to say that BCG vaccination 
can be done readily and safely ina 
municipal chest clinic and feel it 
has a definite place in the preven- 
tive program of a public health 
agency when used in conjunction 
with other proven _ tuberculosis 
control measures. 


REFERENCES | 
“Modern Trends in Prevention. 


tice,” K.-N. Irvine. Published by Thomas, 
1949. 
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_A new service for the laundry— 


GENERALLY, are be- 


coming more colorful. During . 


the past few decades, the interiors 
of many hospitals have changed 


from a cold, institutional austerity 


toa bright, warm friendliness, with 
a resulting beneficial effect on the 
mental state of patients. 

In many cases this trend has pro- 
vided a new function for the laun- 
dry manager to add to his list of 
services to the hospital. This is the 
function of coloring hospital linens 
—on order—through vat dyeing in 


the washwheel. A definite contri- — 


bution can be made by coloring 
items such as bedside curtains, 
spreads and faded draperies in 
lively shades. | 


Not only does dyeing of fabrics - 


assist-in adding color and warmth 
to the hospital, but it also. proves 
useful in many other ways where 
distinctiveness and individuality 
are desired. 

Some institutions use dyes for 
facilitating identification of certain 
types of linens, for example, yel- 
low for isolation wards. and gray 
for delivery rooms. This eliminates 
problems involved with hard-to- 


find and hard-to-read ink mark- 


Ings. 
The dyeing of cleaning rags in 
some distinctive color serves to 


check the premature use of good 


linens for this purpose. 
The trousers of uniforms re- 


turned by interns may be dyed any’ 


desired color and used for porters 
and other workers. They are 
heater than the customary blue 
or gray overalls. Also, short doc- 


Mr. Field is laun man 
city chairman of the National. As- 
Ma 


on of Institutional Laund na- 
poli pjucational director of the Metro- 
“ nstitutional agers 
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vat dyeing in the washwheel 


tors’ coats may serve in other 


departments after the color has 
been changed. 


It has been found that dyeing 
operating room linens a dull green 
is good practice. This color absorbs 
the light, instead of reflecting it as 
white does, and reduces eyestrain 
by cutting down the glare. 


KINDS OF DYES 


The kinds of dyes used in color- 
ing linens are of the utmost im- 


_ portance if any degree of perma- 


nence is to be obtained. Linens that 
will not stand thorough washing 


have no place in a hospital. The | 


laundry should be able to use high 
temperatures and the correct chem- 
icals for perfect sterilization with- 
out fear of running or fading col- 
ors. The direct dyes ordinarily 
used in the washwheel do not have 
these desired properties; thus the 


color fades after several washings, 
necessitating frequent redyeing. 
Vat dyes do afford the necessary 
degree of fastness. They will stand 
boiling in soap suds and will not be 
affected by bleach. In their ordi- 
nary state, vat dyestuffs consist of 
fine, dispersable organic pigments 
that are insoluble in water and 
have no affinity to any textile fiber. 
To make them soluble, it is neces- 
sary to treat vat dyes with a strong 
reducing agent ina strong alkaline 
medium—thus forming what is 


known as the “leuco’”? compound. 


In this reduced stage the dyestuff 
has a strong affinity toward all 
cellulose textile fibers, such as cot- 
ton and linen. The final fixation of 
the reduced dyestuff on the fiber 
takes place through an oxidation 
process, which permits the forma- 
tion of an insoluble compound of 
the original dyestuff on the fiber. 

Thus ordinary dyeing with vat 
dyestuffs consists of three basic 
steps: 

1. Reduction of dyestuff to 
make the pigment water soluble. 

2. Dyeing. 

3. Oxidation for the purpose of 
again forming the water-insoluble | 
pigment, this time on the fiber. 


DISTRIBUTION OF DYE 


The relatively large amount of 
linen treated in a relatively small 
amount of water in a washwheel 
makes penetration and leveling 
during the dyeing process difficult. 
It is therefore necessary, first of 


A FEW of the readily conceived uses for vat dyeing of hospital linens are for 
bedspreads and faded draperies, operating room linens, workers’ uniforms made over 
from interns' garments, and cleaning rags that need some special identification. 
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THE GRAPH above illustrates the benefits to be obtained by selective dyeing of oper- 
ating room linens. It is readily apparent that linens dyed in such subdued shades as 
blue-green and olive-green reflect a far smaller proportion of different colors of 
light than do white linens, and help greatly in reducing eyestrain. In making up this 
chart, magnesium carbonate was used as a reference standard {100 per cent reflectance), 


and 12 thicknesses of each type of fabric were used to guarantee an opaque sample. 


Under artificial light, blue-green and olive-green shades are superior to other colors 
since such light ordinarily contains less of these colors than does normal | sunlight. 


all, to find a means for distributing 
the dyestuff evenly on the mate- 
rial. This is accomplished through 
the following procedure: 

» The dye bath is made up with 
the addition of the necessary 
amount of caustic soda, the dyestuff 
in pigment form is then added, and 
the solution is mixed thoroughly 


by running the machine for one 


minute. 


» The machine is then loaded with | 


the extracted, previously washed 
linen, and the fine, dispersed dye- 
stuff is evenly distributed on the 
material by running the machine 
for 15 minutes. 


> In the next step, the reducing ¥ 


agent, sodium hydrosulfite, is added 
at intervals. This permits the dye- 
stuff that has been deposited on 
the material to form its “leuco” 
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compound, and accomplishes the 


actual dyeing process. 


» After draining the dye solution, 
oxidation is effected by several 
rinses in cold water, until the alka- 
line medium is eliminated. 

» The goods are then washed at 
180°F., to remove the excess dye 
that is not fixed on the fibers. 

» The dyestuff on the fabric, in its 
final form, again consists of insol- 
uble pigment. This explains the 
fastness of vat-dyed goods and 
shows why they may be washed 
safely with white goods. 


FOOLPROOF FORMULA 
At Beth Israel Hospital, the orig- 


inal method of vat dyeing of our 


operating room linens resulted in 
partial streaking. To overcome this 
we arrived at the following fool- 


proof formula, which guarantees 


perfect results. 


Formula for vat dyeing 


Washwheel used—42 x 84-inch (rated 
capacity, 350 pounds) 
Dry weight of linen—200 pounds 
Water level of dye bath—13 inches 
Temperature—150°F. 
I. Fill washwheel with hot 


- water, 150°F., 13 inches. 


2. Mix 10 pounds of caustic soda 
in pail of cold water. 

3. Add to washwheel. 

4, Add any wetting agent. 

5. Mix 40 ounces of dyestuff with 
lukewarm water in 10-gallon crock. 
6. Add mixture to washwheel. 
7. Run machine for one minute. 

8. Add 200 pounds of linen. 
9. Run machine for 15 minutes. 


10..Add four pounds of sodium 


hydrosulfite dissolved in cold water. 


11. Run machine for five minutes. © 


12. Add four pounds of sodium 
hydrosulfite dissolved in cold water. 

13. Run machine for five minutes. 

14. Add four pounds of sodium 
hydrosulfite dissolved in cold water. 

15. Run machine for 10 minutes. 

16. Add four pounds of sodium 
hydrosulfite dissolved in cold water. 

17. Run machine for 10 minutes. 

18. Dump solution. | 

19. Cold rinse 

20. Cold rinse. 

21. Cold rinse. 

22. Heavy suds, 180°F., 15 min- 
utes. 

23. Rinse to remove suds. 

The chemicals for different wash- 


- wheels and different loads should 


be used in proportion to this for- 
mula. Washwheels should not ex- 
ceed 60 per cent of their rated 
capacities. 

There are various forms of vat 
dyes manufactured—ordinary 
powders, dispersable powders and 


pastes. Only the latter two forms 


are suitable. 
POTENTIAL SAVINGS 

The cost of dyes and chemicals 
for our operation is seven cents per 
pound of linen. Thus a dozen doc- 


tors’ gowns, which cost $31 in white © 


and $36 in green, could be dyed in 
the hospital laundry at a total cost 
of 70 cents (weight of gowns, 10 


- pounds),’or at a savings of $4.30. 


By assuming this extra duty, the 
laundry manager has an opportu- 
nity to demonstrate his interest m 
his: institution and to perform an 
invaluable service. 
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2 Mitered corners slip-cover the mattress, can’t pull out. 


A shaped tuck-under holds the sheet wrinkle-free. 


How to keep patients cooler 


Hospitals find Pacific Contour Sheets don’t wrinkle, can’t pull out 


Coolest thing next to an ice pack or alcohol rub is 

A Paciric Contour SHEET". It keeps a patient 

- cooler, more comfortable, especially in warm 

weather. The fitted corners are firmly taped and 

» sewed, hold the sheet tight as a freshly made bed 

until the nurse takes them off. Rubber sheets and 
_ Mattress pads stay flat, firmly in place even when - 


the bed is raised or lowered. 


Contours are time-savers, too. They make retuck- 
ing unnecessary, require less frequent changing. 


They slip on so easily nurses can make a tighter, 


smoother bed with the patient in it. so 


Pacific Contour Sheets cut costs in the laundry 
because they weigh less. And since they need less 
frequent changing, they get less wear and tear, last 
longer. Pacific Contours fit perfectly after repeated _. 
washings’ because they’re Sanforized”*. 

_ Pacific Mills distributes Contour Sheets in special ~~ 
hospital-sizes through Will Ross Inc., hospital sup- 
ply representatives, Milwaukee, Wisc. 

*Reg. U. S. Pat. Off. 


COTTONS FOR OVER A HUNDRED YEARS. 
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Through exchange of ideas 


THE ARTICLE appearing in the 


laundry management department — 
this month represents more than 


the excellent technical article that 
it is. The added significance stems 
from the spirit behind it. 

It grew out of a series of letters 
that passed between its author and 


the editors of HOSPITALS. Fritz 


Field, laundry manager of Beth 
Israel Hospital in New York City, 
serves also as the publicity chair- 
man of the National Association of 
Institutional Laundry Managers 
and as educational director of the 
Metropolitan Institutional Laundry 
Managers Association of New York 
City. 

In his capacity with these two 
organizations, Mr. Field plays an 
active part in promoting their mu- 
tual aims—professional advance- 


ment through educational programs | 


and exchange of ideas. Since these 
are also the aims of the American 
Hospital Association, and since 
laundries are becoming an ever 
more important part of hospital op- 
eration, it is only natural that ade- 
quate recognition should be given 
in hospital literature to the laundry 
managers’ problems and achieve- 
ments. 

In his correspondence, Mr. Field 
said that other articles similar to 


his should be forthcoming for the 


HOSPITALS laundry department as 
a result of circulation of pertinent 
correspondence among officers of 
the N.A.I.L.M. 


The significance, then, is inter- . 


organizational cooperation. This 
article should be the first of several 
contributions by N.A.I.L.M. mem- 
bers, all designed to benefit laundry 


managers through dissemination of. 


useful operating information, with 
heightened impact as a result of 
publication in hospital literature. 
Here, such articles will receive the 
attention of administrators and 
others concerned with proper func- 
tioning of all elements of the hos- 
pital, and consequently will assist 


laundry managers in their efforts 


to develop a voice in keeping with 


their function. 


Management guide 
In Part II of the June HosPITALs, 


the Administrators Guide Issue, is 


a new section consisting of Man- 
agement Guides for the hospital 
administrator and the various de- 
partment heads working with him. 
One of these is concerned with 


‘proper management of the laundry 


department, and, as such, is in- 


tended to perform two functions: 


(1) To afford the administrator a 
bird’s-eye view of what constitutes 
an efficient laundry department, 
and (2) to provide the laundry 
manager with information that will 
prove useful to him in day-to-day 
operation of his plant. . 

In line with the second function, 
there are many items that will 
prove of such value to the laundry 
manager that he probably will 


want a copy of the guide issue to — 


keep on his bookshelf. 

Of special and immediate inter- 
est is the management check list, 
which a laundry manager can set 
beside his own operations for com- 
parison and improvement purposes. 
Much of the material was gleaned 
from magazine writings of the As- 
sociation’s Committee on Hospital 
Laundry Management, members of 
which authored the “Hospital 
Laundry Manual of Operation,” 
published in the fal? of 1949. 

The list covers all areas of laun- 
dry operation, including admin- 
istrative control, plant location 
and layout, recommended types 
of machinery and equipment, ef- 
fective maintenance of equipment, 
laundry personnel management, 
and best washroom procedures. 


Personnel notes 


' Among notes gleaned from the 
sectional conferences for. laundry 
managers conducted at the recent 
Tri-State Hospital Assembly in 
Chicago were a number of valuable 
ideas concerning personnel man- 
agement in the hospital laundry. 

Recruitment: In a talk before the 


laundry managers, Norman Bailey, 
assistant director of Chicago’s 


Michael Reese Hospital, described 
an interesting technique for re- 


cruiting new. employees. 

It involves use of existing em- 
ployees as recruiting agents. In- 
centives are offered in the form of 
a bonus ($5-10) which the recruit- 
ing employee receives only if after 
90 days both he and the new recruit 


~ are still on the job. 


Mr. Bailey reports that this 


proved very effective during the 


labor shortages of World War II, 
and suggested .that it may again 
prove worthwhile. 

Indoctrination: Guy Richardson, 
laundry manager of Passavant 
Memorial Hospital in Chicago, re- 
ports favorable reception among 
new laundry employees of. a con- 
ducted tour of the entire hospital 
during their first few weeks of em- 
ployment. 

This, he says, adds immeasurably 


to the employees’ feeling of be-— 


longing, and it gives them a much 
better understanding of the place 
of the laundry within the hospital 
organization. 

Punctuality and siiendince: In an 
operation having the assembly line 
characteristics of the hospital laun- 
dry, absenteeism and _ tardiness 
can’ wreak havoc with production 
schedules. 

Donalda N. Smith, director of 
linen control for the University 
Hospitals of Cleveland, described 
this procedure for rewarding faith- 
ful attendance and punctuality. 

Under her system, employees are 
paid a bonus of five cents an hour 
for every two-week period (88 
hours), during which they have 
had no unexcused absences or 
tardinesses. 

One violation forfeits the whole 
amount, which comes to a sum of 


’ $4.40 a month. 


Although there were some ob- 
jections to such a technique on the 
grounds that it rewards the em- 
ployee for doing something that 
should be done without special in- 
ducement, Miss Smith asserts that, 
where formerly there were numer- 
ous cases of unexcused absence 
and tardiness during a two-week 


period, there are now rarely more — 


than two employees each pay- 
period who do not receive the 
bonus. 
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“How to do it” advice on the. 


care of hospital flooring 


N ATTEMPT to sell hospital peo- 
A ple the idea of effective floor 


maintenance may seem like wasted 


wordage. The proposition that hos- 
pital floors must be kept clean, 
sanitary and attractive is never 
questioned. Hospital executives, 
nevertheless, are busy people with 
many responsibilities, and since 
they can hardly be thorough in 
everything, the less vital jobs may 
be slighted or overlooked. 


_ People often get so accustomed 
to the things they live with every 


day that they scarcely register in ~ 


their consciousness. Some things, 
like floors, can deteriorate so grad- 
ually that nothing is noticed until 
they actually begin to fail. Then 
it is too late. No one even sees the 
growing overcast that is slowly, 
very slowly, dimming the original 


texture or pattern of the floor. The 


floor is glossy from waxing and 
polishing, and viewed from a dis- 
tance it looks well kept, but look- 
ing straight down upon it, it can 
no longer be seen as it was. 
Possibly the original beauty of 
the floor has been hidden with an 
accumulated film of floor wax, or 
it may have been just beclouded 
by inadequate moppings. Soap and 
water, with perhaps a little germi- 
cide added, may be sufficient some- 


times to clean and sanitize a floor, 


but too often the process simply 
removes a portion of the dirt and 
spreads the rest out uniformly. 


The following paragraphs are an 


attempt to tell how one should go 


about the job of maintaining hos- 
pital floors in the most effective 
way, from the standpoint of both 
| €ssential protection and desirable 
appearance. Each of the more pop- 
ular types of flooring will be dis- 
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cussed in turn, describing briefly 


the procedure for cleaning and 


maintaining each. 
TERRAZZO 


Terrazzo is chosen first because 
it usually prevails in the entrance, 


lobby and corridors of many hos- 


pitals. 

Unless the ensuing suggestions 
have already been followed, the 
terrazzo doubtless needs a good 


- scouring. By wetting a spot and 


sprinkling on a little kitchen 
scouring powder and scrubbing, 
the need of going over the whole 
floor usually can be seen. What 
was removed from the spot may 


have been accumulated traffic. 


stain, it may have been dirt-laden 
floor wax or just a built-up film of 
discolored wax. In any case, to re- 
store terrazzo to its original ap- 


pearance, the scum must come off. 
This cleaning process can be ac- 


complished best with the aid of a 


floor scrubbing machine. For scour- 
ing large areas, such a machine is 


indispensable. 


Wet not more than 10 square 


feet at a time and sprinkle the 
abrasive cleaner on freely. Never 
use alkaline cleaners on terrazzo. 
Next scrub until the spot is clean. 
Squeegee or vacuum off the dirty 
solution at once before it settles 
back into the floor. Then proceed 
to another square and so on until 
the floor has been covered. Two 
operators, one scrubbing with the 
machine, the other supplying the 


powder and removing the dirty: 


solution, can make a continuous 
operation of the job and can expe- 
dite the process. 

When the scouring work is com- 


. pleted, the floor should be gone 


over with clear water and clean 


mops, followed with dry mops. 


The terrazzo floor now will look 
very clean, a bit dull or “chalky” 
perhaps, but the variegated pat- 
tern will be bright and distinct. It 
cannot be left that way, however, 


or it will get dirty again in a mat- _ 


ter of minutes. It is a good idea to 
cover essential traffic lanes with 
paper until a protective coating 
can be applied. | 

For this coating, a good water 
wax emulsion or one of the new 
terrazzo sealers can be used. Wax- 


TERRAZZO is the type of flooring usually seen in hospital entrances, lobbies and 
corridors. It is composed of marble chips or other aggregates mixed with cement. 
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A GOOD water-emulsion wax shines asphalt 
tile floors and minimizes the slipperiness. 


ing is the more popular method, 
but the National Terrazzo Associa- 
tion prefers the sealer. 

If the floor is going to be waxed, 
it is better to apply two.or three 
thin coats (with a wax of not more 
than 12 per cent solid content) and 
polish each coat when dry. This 
method gives safer footing than 
one coat, whether heavy or thin. 

If the special terrazzo sealer 
(never regular varnish-type floor 
sealers or lacquer) is used, it 
should be water-white and non- 
yellowing. This sealer should be 


thin enough to penetrate the pores | 


of the marble chips, without leav- 
ing a surface coating, and one ap- 
plication should be enough. It 
should dry in one to three hours, 
not with a gloss, but with a good 
sheen like the original finish of 
the new floor. 

The solvents of these - terrazzo 
sealers are usually inflammable 
and if the material is bought in 
quantity it should be stored-out- 
side the hospital. It is best to bring 
in five gallons at a time as needed. 
The dried coating, hah is not 
inflammable. 


TILE 

Asphalt tile does not stain as 
easily as terrazzo, but routine mop- 
ping or continued waxing gradu- 


ally dims the original brightness of © 


the colors. It is advisable, there- 
fore, to also scour asphalt tile oc- 
casionally. For this process, how- 
ever, instead of using the scouring 
powder (which may tend to lodge 
between the tile) the use of a 
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good neutral soap or mild alkaline 
cleaner and steel wool is advisable. 

By using the steel wool and 
cleaning solution on the asphalt 


tile, the same procedure is fol-— 


lowed as suggested for terrazzo, 
rinsing well when the scouring is 


completed. 


Unlike terrazzo, good asphalt tile 
is not damaged by mild alkaline 
cleaners. In fact, some manufac- 
turers of asphalt tile recommend 
their tile for concrete basement 


floors because it is so resistant to 


alkali. But oils, greases, cold cream, 
vaseline and similar materials are 
solvents of asphalt and should be 


carefully avoided, the exception | 


being the new grease-proof tile 
designed for kitchens. Alcohol, 


. however, does not injure asphalt, 


but the use of oily dust mops or 


sweeping compounds should be | 


avoided. 


The reports of the Underwriters _ 


Laboratories indicate that two or 


three thin coats of good water wax, © 


each polished when dry, creates 
just as safe a surface on asphalt 
tile as that of the untreated tile. 
Reports of the National Bureau of 
Standards indicate similar conclu- 
sions. 

If one is afraid of wax on as- 
phalt, the next best alternative is 


_ to go over the floor daily with fine 
steel wool (about No. 00) under 


the floor machine. This method 
will clean without the need of 
mopping and will maintain some- 


thing of the natural sheen and 


brightriess of the pattern. 


CONCRETE FLOORS 


The only way to make a con- 
crete floor attractive is to paint it, 
and to obtain satisfactory results 


the right kind of paint must be 


used. Ordinary oleoresinous floor 
enamels are soon consumed by the 
natural alkali in the concrete, and 
therefore are entirely unsuited. 
There are the phenolic enamels 
which resist the alkaline reaction 
since the phenolic resins them- 


selves are more or less immune to © 


alkali. However, the drying oils 
used in the manufacture of phen- 
olic enamels are sensitive to al- 
kali and, therefore, these enamels, 
while much preferred to the oleo- 
resinous type, are still somewhat 
deficient as a suitable coating for 
cement floors. 


This leaves only the rubber res- 


in enamels, of which no ingredi- . 


ent, unless it be certain color pig- 
ments, is susceptible to alkaline 


reaction. The rubber resin enam- 


els, most of which are now made 


-of synthetic rubber, seem to be 


best adapted for painting concrete 
floors, giving them a hard, durable 
finish with excellent hiding quali- 
ties and a good gloss. — 

Before applying any enamel on 
a “raw” (unpainted or unsealed) 
concrete floor, the latter should be 
etched with 20 per cent muriatic 


acid in water. Apply this acid solu- 


tion to the cleaned floor, and after 
it has ceased to effervesce rinse the 
floor and let it dry. Then the en- 


amel, assured of better adhesion ~ 


because of the etching, is ready to 
be applied. 

If the floor has been 
painted, scarify the old paint with 
a steel wire brush. Scrubbing with 


- tri-sodium phosphate is also ad- 
visable to remove as much of the 


old paint as possible. If there are 
bare spots, etch them. Then apply 


the enamel, which has been thinned 


50 per cent, to the bare spot and 
let it dry. Then go over the entire 
area again with the rubber resin 
enamel, full strength. Waxing 


afterward will extend the life of 


the enamel. 


If the concrete floor is — going 
to be painted, it may be scrubbed 
with almost any type of cleaner 
and then waxed to ease mainte- 
nance labor. There are also wax 


A GOOD floor polishing | ‘machine is an es- 
sential tool in maintaining bright surfaces. 
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WORK 


Through the years, it has often been the privilege of our 
experienced Planning Department to collaborate with the 
hospital in attaining maximum utilization of all available 
floor space as the need for additional or enlarged facilities 
became apparent. 


‘\. Should the hospital's need be a practical Sub-Sterilizer 
~ Room ¢ Milk Formula Room ¢ Scientific Laboratory * com- 
- pact Central Sterile Supply, tle know-how has often 
contributed to a solution of the problem along lines most 
economically practical. | 


IMPORTANT TO YOU 


Castle’s Planning Department is a 

gratis service, conceived to assist 
the hospital staff, the architectand 

the hospital consultant in all proj- 

ects involving surgical steriliza- 

tion and lighting. 


We invite your inquiry 


WILMOT CASTLE COMPANY 
1184 University Avenue 
Rochester 7, N. Y. 


STERILIZERS AND LIGHTS 
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stains which are quick and easy 
to use and which add considerably 


to the appearance of the concrete. 


They must be buffed to produce a 
polish, and while they do not last 
as long as enamel, they are much 
easier to repair or replace. Al- 
though wax will penetrate and 
darken the floor, the wax treat- 
ments make the floors water re- 
pellent. 


-_WOODEN FLOORS 
Wooden floors also involve an 


extensive process in the matter of. 


finishing, refinishing and main- 
taining. Briefly, if they have been 
freshly sanded they should be 
sealed with a good varnish-type 
sealer, preferably one of the phen- 
olic sealers. Shellac, which lacks 
durability, should not be relied 
upon. Each of the two or three 
coats of sealer should be steel 
-wooled when dry and the floor 
waxed afterward. 

If the floor is already sealed but 
needs renovation, it can be cleaned 


well with any of the good cleaning . 


agents (even if they are a little 
alkaline) and steel wool. The steel 


wool is essential for removing old. 


wax, and unless every trace of wax 
is eliminated, fresh varnish sealer 
will not adhere. Rinse and let dry. 

If the old sealer is worn off in 
spots, the best procedure is to 
patch these spots and let them dry. 
Then the entire floor is steel wooled 
and the sealer is applied over the 
entire area. One coat, in such cases, 
may suffice, but if another is need- 
ed, the first coat is steel wooled. 


Removing the superficial gloss 


from the last coat of sealer with 
steel wool prevents the formation 
of spots and paths as it wears off 
from usage. Wax, which is easily 
replaced as it wears off, will then 
restore a softer, richer gloss. 


RUBBER TILE 


Although rubber tile differs ma- 
terially in composition from as- 
phalt tile, it is cleaned and main- 
tained in very much the same way. 
If rubber tile has not been scoured 
in the past. year, as suggested for 
asphalt, it very likely needs it. In 
fact, most floors in public build- 
ings, those subjected to a lot of 
usage, should be scoured once a 
year. Excessive scouring, though, 
is not good for rubber tile. 


In choosing cleaners for rubber, 
soaps should be avoided. The Rub- 
ber Manufacturers Association 
specifies that not more than 1 per 
cent of anhydrous soap may be 
present in the cleaning solution 
and such a small proportion of 
soap would not be very effective. 
The choice lies between either a 
mild alkaline cleaner like modified 
soda, or one of the new synthetic 


‘cleaners which contain no fats. If 


there is some doubt, a list of ap- 
proved cleaners and waxes may 
be obtained by writing the Rub- 
ber Manufacturers Association, 
444 Madison Ave., New York 22. 
The wrong kind of cleaner will 
eventually injure a rubber floor 
and, of course, all oils and greases, 
including oily dust mops, should 
be avoided. Oils will not affect 
rubber immediately as it does as- 
phalt. Actually, a rubber floor can 
be abused for months without no- 


. ticeable effect. Then suddenly the 


damage becomes evident, a dam- 
age for which there is no remedy. 
For maintaining rubber tile 


there is no substitute for a good 


water wax. Rubber is less likely 
to be slippery than asphalt, but in 
hazardous places apply two or 
three thin coats of wax and polish 
each when dry. Occasional ‘dry 
cleaning’”’ with fine steel wool is 
beneficial. In fact, where a wax is 
taboo, some rubber flooring manu- 
facturers recommend routine 
cleaning with fine steel wool which 
keeps the floor clean and preserves 


-a satin-like sheen. Alcohol does 
not injure rubber and neither do 


most of the chemicals and drugs 
used in the hospital. Any chemical 


.In a container using a rubber stop- 
per will be harmless on rubber 


tile. 


LINOLEUM 


The cleaning of linoleum, which 
includes cork, differs distinctly 
from that of asphalt and rubber. 
While soap is detrimental to rub- 
ber, neutral soap is especially rec- 


The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- . 
tion. 


ommended for linoleum. On the 
other hand, alkalies, even the mild- 
est ones, will eventually ruin lino. 
leum. Test the soaps with litmus 
paper before using them for rou- 


tine cleaning of linoleum and 


avoid those soaps on the alkaline 
side. 

The new synthetic cleaners, if 
neutral, are very satisfactory for 
linoleum, but occasionally one jis 
found which is fortified with al- 
kali to speed up the cleaning ac- 
tion; so even these new cleaners 
cannot always be trusted for lino- 
leum. 
Like the previous floors, lino- 
leum should be scoured when it 
becomes stained from traffic accu- 
mulations, and it definitely should 
be waxed, either with the solvent 
type or water wax, and then buffed 
regularly to keep it clean and to 
remove the mars of usage. Avoid 
the use of water on linoleum as 
much as possible. Linoleum manu- 
facturers say more linoleums are 


. “washed out” than are worn out. 
Some water is necessary, of course, 


if soap is used. 


In the patient rooms and sur- : 


gery, where water is often essen- 
tial for cleaning, use it sparingly. 
Do not flood the floors. Even on 
asphalt and rubber tile, flooding 
the floor allows moisture to seep 
under the flooring and loosen it 


_ from the floor. In the case of lino- 


leum, moisture underneath causes 


the backing to rot and the cover- | 
ing thereafter to disintegrate. 


VITREOUS TILE 


Clean the same as recommended 
for terrazzo, though alkaline clean- 
ers which will not injure this type 
of floor may be used. Waxing is 
recommended where the slip haz- 
ard is not great. Wax, preferably 
water wax, will brighten the col- 
ors and emphasize the design and 
at the same time make- mainte- 
nance much easier. Be careful 
about using steel wool on vitreous 
tile since the tile is harder than 
the steel wool and the latter may 
rub off, darkening the floor. This Is 
less likely to happen if the floor is 
waxed. 

The terrazzo sealers, the type 
recommended for terrazzo floors, 
are also suitable for vitreous tile 
and may be used where wax 3 
banned. 
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_ Above: Crane Duraclay Emergency Bath. In back- 
ground: Crane Norwich Lavatory, of vitreous ’ 
china. ST. JOSEPH’S HOSPITAL, Syracuse New York. 


we 


ROBSON & WOESE, INC., Syracuse 
CONSULTING ENGINEER 


: W. J. BURNS CO., Syracuse 
GENERAL CONTRACTOR 


| EDWARD JOY CO., Syracuse 
PLUMBING CONTRACTOR 
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HARRY (A. & F. CURTIS KING, Syracuse | St. Joseph’ Hospital 


preferred by 


and many, many others 


For durability and service, there is nothing like Crane Dzr- 

| aclay. This superior vitreous glazed earthenware surpasses 
the most rigid tests. For example: Duraciay is impervious 
to acids . . . stains of all kinds are quickly removed with a 
damp cloth. Dzraclay resists thermal shock . . . extremes of 
temperature cannot affect the smooth, hard glaze. Duraclay 

_ defies abrasion . . . even coarse scouring cleansers leave 
mo mark. See your Hospital Purchasing File or contact 
your Crane Branch, Crane Wholesaler, or Local Plumbing 
Contractor. 


CRANE CO., GENERAL OFFICES: 
836 S. MICHIGAN AVE., CHICAGO 5 
VALVES.+ FITTINGS «© PIPE 
PLUMBING AND HEATING 
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Hospital convention display 


MANY ADMINISTRATORS and engi- 
neers have seen the display that is 
being exhibited by the American 
Hospital Association at several 
state and regional meetings. Those 
who haven’t will want to do so 
when possible. Being shown is a 
scale model of an operating room 
that has been set up to bring to 
life-like realism the new recom- 
mendations for the control of op- 
erating room explosion hazards. It 
is a matter of definite concern to 
the hospital engineer or mainte- 
nance chief. 

As illustrated below, it can be 
noted that the hazardous area (up 
to five feet from the floor) is tiled. 
All electrical equipment stationed 
below that level must be of explo- 
sion-proof design. That includes 
the x-ray viewing window shown 
at midpoint on the farthest wall, 
since the lower portion is below 


the five-foot mark. Electroconduc- | 


tive flooring and proper grounding 


of all persons and equipment are | 


key considerations. 


THIS SCALE model operating room is bein 
and regional meetings. The model graphical 


The operating room has become 
a critical maintenance area. Any 
hospital employee not familiar with 
the new code may refer to HOsPI- 


TALS for December 1949, and Feb- 


ruary, November and December 
1950 for complete details. Copies of 
the December 1949 article and the 


official booklet ‘““Recommended Safe 


Practice for Hospital Operating 
Rooms” can be obtained upon re- 
quest. The National Fire Protec- 
tion Association also has just pub- 
lished the 1951 edition of the 
standard in slightly revised form, 
which is also available on request. 


Delayed action light switch 


A simple but effective delayed 
action light switch (6E-1*) which 
has been approved by Under- 
writers Laboratories, Inc., is now 
being marketed.It looks very much 
like any ordinary light switch. 


When the toggle is snapped to the 


off position, labeled ‘“‘Delay,”’ the 
light stays on for almost a full 
minute. That is long enough, the 
manufacturers say, to walk a dis- 


exhibited throughout the country at state 
stresses operating room explosion control. 


tance of about 75 feet before the 
light goes out. 

To instail, it is merely necessary 
to disconnect wires from the old 
switch and attach to side screws in 
the delayed action switch. The reg- 
ular switch plate may be replaced 
in position. Flush toggle, single 
pole, it has a capacity of 10 amperes 
at 125 volts, 5 amperes at 250 volts. 


Floor maintenance manuals 


Floor maintenance is a particu- 
larly complex problem because of 
the many types of floors and the 
many types of. preparations avail- 
able for cleaning and treating them. 
The preceding article covers many 
important points but it cannot do 
the entire job. The chief of main- 
tenance will want additional mate- 


rial. One of the better floor mainte- 


nance publications available is the 


“Floor Maintenance Manual’ avail- 


able from the American Hotel As- 
sociation, 221 West 57th Street, 


New York 19, at $1.00 per copy. 


Several companies that manu- 
facture floor maintenance products 
and equipment also will supply 
useful booklets. The editors of 
HOSPITALS will supply, at the read- 
er’s request, a list of the names of 
companies that are known to pub- 


lish useful manuals or work guides. 


of this type (6E-2*). 
Public relations 


Maintenance departments may 
contribute to the hospital’s public 
relations program, and one way in 
which they may do so is suggested 


in a booklet (6E-3*) recently sent 


out by a large company that man- 
ufactures wheel chairs. 

The booklet, “Aids for the Han- 
dicapped,” describes several de- 
vices that may be manufactured in 
the home workshop. For example, 
it pictures a lock-type wheel chair 
tray and a parallel bar unit that 
can be constructed with little effort 
and few tools. 

The hospital’s maintenance and 


public relations departments con- 


ceivably might team up to pro- 
vide supplementary information 
for handicapped patients when they 
are to be discharged. —R..H. 


*Readers da to know the names of 
the firms Sone ufacturing or distributing 
the po described should address in- 
quiries to. Hosp1Tats, Editorial Department, 
18 E. Division Street, Chicago 10. For — 
venience, list the e numbers that 
low the items about which information 
is requested. 
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Launderability is an important 


R. WILLIAMS 


OW MANY TIMES, in every hos- 


pital, have situations arisen 
where perhaps a dietitian wants to 
purchase a few lace tablecoths for 
the dining rooms; or a director of 


nursing feels that pleated uniforms _ 


for her staff would look very nice, 
or a housekeeper is very fond of 
thin marquisette curtain panels? 
And how many times, after the 
purchasing agent has acceded to 
such requests and purchased these 
articles, has the laundry manager 
come to his office, protesting bit- 
terly? 

The purchasing agent should re- 
member that hospital laundries to- 
day are production departments in 
every sense of the term. It is both 
difficult amd expensive to deviate 
from production methods to pro- 
vide individual treatment for any 
great quantity of the fabrics that 
need processing. Yet it is common 


practice in many hospitals to buy | 


cotton, nylon and woolen textiles 
without much thought to their 
. launderability until some laundry 
man ruins them, or spends a lot of 
time and worry trying to wash 
them without ruining them. | 
More and more, enlightened pur- 
chasing agents are consulting their 
laundry managers before the pur- 
chase of unusual materials which 
will require special laundering 


lechniques, but far too often this 


consideration is left to chance or to 
beg word of a salesman who says 
it will wash beautifully.” 


Textile manufacturers today are 
a bit more aware of this problem 


Mr. Williams is assistant administrator, 
Research and Educational Hospitals, Uni- 


was adapted from a paper presented at the 
Association’s Institute on Hospital Laundry 
Management, Chicago, May 3-4, 1951. 


YUNE 1951, VOL. 25, PART 1 


requisite when buying linens: 


than in the past. Sanforizing and 
pre-shrinking are common, “dry 
clean only” tags appear on many 
textile products, and washing in- 
structions are frequently . pasted 
and sewn on many materials. Sad- 
ly enough, most of the paste-on 
washing instructions are removed 
by the first user, well before the 
laundry man can get a look at any 
special tips that might be of help 
to him. 


>, In the selection of fabrics at the 


time of purchase, it is well to be 


aware of the facts that possible. 


shrinkage can be expected; that the 


amount and type of sizing can be 


deceiving; that the thread count 
can do much to determine how well 
an item will wash or wear; and 
that hems, selvages and stitching 
enter into the value and washabil- 
ity determinations. * 

Quite frequently the laundry 
manager can be of considerable 
help in deciding what will happen 
to these items simply because of 
his previous experience. If he is 
unable or unwilling to commit 
himself at the time, he can most 


- certainly do some test washings 


and come back with the proper an- 
swer. It is a very simple procedure 
to laundry-test new or proposed 


_ fabrics in one’s own laundry de- 


partment. The problem seems to be 
in educating ourselves to its ad- 
vantages. 
At our hospital not long ago, we 
were offered a quantity of chil- 


* Additional sources for reliable informa- 
tion in selection of fabrics for launder- 
ability are the various Commercial Stand- 
ards published by the U. S. Department of 


Commerce. Tw “Gowns for Hos- 


e. Two of these, 
pont Patients” (CS146-47), and “Blankets 


or Hospitals’ (CS136-46) are published in 

the ADMINISTRATORS GuIDE, Part II of this 
issue of Hosprtats. See “Purchasing” (p. 
67) in thé Management Guides section.— 
The editors. 


dren’s cotton pants at a good price 
but because they seemed to be very 


light in weight and loosely knit, we 


felt that they would not last very 
long in use. After -laundering and 
tumbling several pairs of these 
pants a dozen times, however, we 
found that they stood the test well. 
In view of this, we bought quite a 
large quantity and have been well 
pleased with them. 

The type of garment to be pur- 
chased is an important considera- 
tion which generally should call for 
a consultation with the laundry 
manager. The style and design, the 
material, the type of fasteners, the 
color, are all important to the de- 
sirability of the garment from the 
standpoint of laundering. If normal 
and reasonable care in the laun- 
dry continually removes fasteners 


_which must be expensively re- 


placed, it will be much better to 
buy another more easily handled 
type of fastener. There are many to 
choose from. 

A full pleated skirt, or front, on 
a uniform looks nice if it is proper- 
ly pressed, but not many of our 
hospital -laundries, busy as they 
are, can afford to spend the time 
necessary to properly hand-finish 
such articles. The hospital admin- 
istrator can quickly see the point 
when the cost account figures of 
the finishing department show him 
how many press hours go into 
pressing pleats. 

Wrap - around or scrub - nurse 
type uniforms may not have the 
eye appeal of other types of gar- 
ments, but they certainly lend 
themselves to economical launder- 
ing,.and they are very presentable 
for many groups of employees. 

The hospital laundry will prob- 
ably be called upon to do a certain 
amount of dyeing of fabrics and 
uniforms. Color has a very definite 
place in many hospital procedures. 
Non-glare colors such as green and 
gray-blue are very practical in the 
operating rooms. Color differentia- 
tion in the uniforms of various 
groups of employees is helpful in 
determining at a glance the em- 


- ployee’s department when an in- 


stitution gets too large for every- 
one to know the names and faces 
of all the employees. Standard col- — 
ors of drapes and screen curtains 
for various wings of the buildings 
are commonly used. 

It is often difficult to buy the ex- 
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act colors for dyeing desired in 
such cases. The help of a dye chem- 
ist may be needed to establish the 
proper formulas desired, but it is a 
responsibility of the laundry man- 
ager to see that such work is done 
properly and that the correct col- 
ors are maintained. Many hospitals 
have established formulas and pro- 
cedures that provide good, clear 
colors for fabrics that last the life 
of the fabric with one dyeing op- 
eration and do not devitalize or in- 
jure the material in any way. 

The purchase of prefabricated 
linens such as wrappers, pillow- 
cases, sheets, or special covers 
- which have several thicknesses of 
material in them may present a 
problem with the flatwork ironer. 
The laundry manager may have to 
slow down the speed of his ironer 


considerably in order to obtain the . 


proper degree of dryness. Extra 
heavy towels and robes may re- 
quire time and machinery consum- 
ing operation of his dry tumblers. 

Too much lost production from 
such causes adds to operating ex- 
penses and is an excellent reason 


for reconsidering purchases of such 


items. 

The laundering of blankets can 
be a heartbreaking experience or 
a simple and efficient operation. 
Much of the difference depends 
upon the blanket the laundry is 
asked to wash as well as the form- 
ula used. I am not able to discuss 
the proper procedure for washing 
wool and part-wool blankets, but 
I am interested in not seeing hard, 
lifeless, badly shrunken blankets, 
which probably cost a lot of money, 
coming back from the floors. 

A two or three inch taffeta hem 
in a harmonious color looks very 
nice on a blanket—when it -.is new 


—it sometimes looks terrible after 


it has been laundered a few times. 
And all the damage isn’t done in 
the laundry. I should like to see all 
hospital blankets bought with a 
good stitched hem binding, leaving 
the taffeta for domestic blankets. 

_ The wool content and quality of 
the wool in a blanket has a lot to 
do with its launderability. It is true 


that much buying is predicated | 


- upon price, but I believe that the 
purchasing agent should be cog- 
nizant of the proper wool content 
and weight of the blankets he in- 
tends to invest in. And once good 
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blankets are purchased, it might be 


well for someone to give the nurse . 


a few tips on how to take care of 
them. She should be advised not to 


send them for laundering too fre- 


quently, nor to wait until they are 
too heavily soiled, and to store 


them properly when they are not. 
‘in use. 

The proper means of identifying 
linen and uniforms is frequently 


quite a problem. Some department, 
such as the storeroom or house- 
keeping department, may mark the 
hospital’s linens in what seems to 
be a perfectly satisfactory man- 
ner, and be very upset when 
the laundry washes out their entire 
marking stamp. The owners of per- 
sonal garments which have to be 
laundered can come up with some 
fancy and novel means of identifi- 
cation of their property. If the ink 
fades or runs, or disappears en- 


tirely, it is judged as the laundgl 


manager’s fault. 

If this situation exists or appears, 
the laundry manager is often ready 
and able to suggest inks, stamping 


devices, and lettering equipment 4 


which will do the job in a manner J 
which is satisfactory to all con- ¥ 
cerned. The laundry manager 9 
should have a very particular in- 
terest in the size, color, and legi- J 
bility of linen markings if his de- 3 
partment depends upon this means 


of identification in order to sort and @ 


distribute the clean linen. 
It would seem, then, that it is 4 
both economical and- wise to con- 4 


_ sult the laundry manager first be- : 


fore purchasing an item that will 
find its way into his department, 
And obviously, the enterprising 
purchasing agent can see the merit 
in applying this technique to all” 
departments of the hospital. 


PURCH 


Heartening prospects 


ANYONE HAVING had the oppor- 


tunity to listen to Charles G. Lavin, 


chief of the Division of Civilian Re- 
quirements of the Federal Security 
Agency, when he spoke at the Tri- 
State Hospital Assembly, surely 
must be heartened at the prospects 


_ for hospital procurement. The plan 


of assistance, a forerunner to the 


Controlled Materials plan which 


was described on pages 80-84 of 
HosPITALs for May, has been oper- 
ating, and construction materials 
have been obtained for many hos- 
pitals proposed or under construc- 
tion. One great advantage of the 
plan, of course, is the fact that be- 
fore construction is started, assur- 
ance can be procured that mate- 
rials will be available, and this can 
be used when inviting contractors 
to submit bids. It has actually hap- 
pened, in a number of cases, that 
bids were lower as a result of this 
assurance. 

Every effort is being made to in- 
stitute a similar plan for supplies 


ENT 


and equipment. The difficulty 

arises, of course, in purchases of 
common use items. It is hoped and” 
expected, however, that special al- 


-lotments of critical materials for 


the manufacture of this type Of 
equipment for hospitals will be 


“made. 


Aid for hospitals: Mr. Lavin cited 
some examples of how his division 
has helped hospitals to secure need= 
ed items. 

At the Mayo Clinic in Rochester, 
Minn., a $13,000,000 project is um 
der way, incidentally without Hille 
Burton aid. The contractor was able 
to schedule approximately half @ 
the 9,000 tons of structural steel 
required for the facility. The heat: 
ing and ventilating subcontractor 
was able to obtain commitments 08 
only 25,000 pounds of galvanized 
steel sheets, while 575,000 pounds 
were netded for air conditioning 
and ventilating. The Division @# 
Civilian Health Requirements Was 
asked ‘to help. As a result of a Care: 
ful. work-up, including the phasing 7 
of the structural steel requirements 4 
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24 Zobec Sponges 


4 x 4” after sterilize 


Doctors and nurses don’t count the number of sponges fora 

post-operative dressing. They use a sufficient number to obtain the 

_ desired thickness or “dressing volume.” e You can reduce your cost 

of surgical dressings by using Zobec Sponges for post-operative 
dressings because each Zobec Sponge has more individual — 


“dressing volume.’ Fewer Zobec Sponges are required. 


SPONGES 
“DRESSING VOLUME” 
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over a period of six months, the 
division’s presentation of the case 


to the National Production Author-_ 


ity resulted in the issuance of a 
Defense Order for 4,500 tons of 
structural steel and 550,000 pounds 
of galvanized sheets. 


Help was given the Woman’s 
Hospital, Flint, Mich., which 


into a ceramic tile shortage when 
the project was 70 per cent com- 
plete. A defense order for 70,000 
pounds of ceramic tile allowed the 
work to continue. at 

Montefiore Hospital, New York 
City, presents a case in which help 
was required in obtaining an es- 
sential research instrument. A re- 
search worker, operating under a 
federal grant, was unable to obtain 
a certain kind of infusion pump. 
An appeal was made to the Division 
of Civilian Health Requirements, 
which found that the only critical 
item in the pump was a special 
dual-speed motor. A defense order 
was issued for the purchase of this 
motor. 

Construction on the Stephens 
County Hospital, in Toccoa, Ga., 
was nearly completed when a 15,- 
000-gallon oil storage tank became 
unavailable because of a steel plate 
shortage. A defense order was is- 
sued for the 11,000 pounds of quar- 


ter-inch steel plate required to 


fabricate the tank. 

A shortage of copper for elec- 
trical buss bars threatened to stop 
work on the University of Illinois 
Hospital at Chicago. A presentation 
was made by the Division of Civil- 
ian Health Requirements, and as 
a result the NPA issued a defense 
order for 15,000 pounds of copper 
buss, allowing construction to con- 
tinue. 


Price controls 
A great effort has been made to 


determine means by which hospital 


purchasing agents can insure any 
benefits of price control to which 
they are entitled. The system of 


controlling prices by the margin of | 


profit method makes this extremely 
difficult, and it is only by constant 
checking that controls can be ex- 
erted. Officials of the Office of Price 


Stabilization have recommended | 


that vendors be asked to justify 
any price increases over the base 
period. This has resulted in a num- 
ber of cases in price adjustments. 
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The Purchasing datactinant is edited 
by — P. Goudy, purchasing spe- - 
 cialist. 


It was the hope of OPS officials 
that the adoption of dollars and 
cents control on meat would lead 
to. an easier supply situation. A 
number of areas are already com- 
plaining that such has not been the 
case and that in fact fresh meat is 
in even shorter supply than it was 
before adoption of the control in 
April. 

Hospitals experiencing difficulty 
in obtaining meat would be well 
advised to take advantage of the 
amendment to Price Stabilization 
Order Number 1, which is intended 
to compel suppliers to deliver meat 
to hospitals in quantities based on 
1950 deliveries unless the census 


of the hospital has increased, in 
which case deliveries are to be in- 


creased accordingly. The supplier 


is to be prohibited from selling 
‘meat to any other prospective pur- 


chaser until he has complied with 
the order to supply his regular in- 
stitutional customer. | 

The Washington Service Bureau 
of the American Hospital Associa- 


tion has requested that hospitals 


report to them instances in which 
their regular meat suppliers have 
refused delivery to them after be- 
ing notified of the terms of the 
above amendment to the price sta- 
bilization order. 

Manufacturers’ ceiling: Late in 
May Manufacturers’ General Price 
Regulation 22 became effective, 
affecting some 75,000 industrial 
concerns with an estimated gross 
annual volume of 70 billion dol- 
lars. The order was worked out on 


‘the principle that ceiling prices of 


manufacturers should be based on 
pre-Korean prices plus the actual 
increase of manufacturers’ costs. 
(See price trends, page 102.) 


Critical materials 


Nickel is an important item in 
the manufacture of stainless steel, 
and since the national emergency 
has made nickel a critical item for 
defense purposes, the supply of 
stainless steel for hospitals is a 
matter of considerable concern. Last 
month in Washington, the Stainless 


"Steel Utensil Industry Advisory 


Committee met with representa- 
tives of the National Production 
Authority to see what could be 
done. Committee members report- 
ed that conservation measures are 
under way which might save as 
much as 40 per cent of the indus- 
try’s normal use of nickel-bearing 
stainless steel. The committee asked 
the NPA not to curtail use of the 
alloy until consideration has been 


given to these conservation efforts, 
and the industry’s important posi- 


tion in the civilian economy. 

_ Steels used in making utensils 
are alloys bearing chrome or nickel, 
Manufacturers said chrome steels 
may be used for cold water con- 


 tainers, frying vessels, handles and 


utensil covers. But to make uten- 
sils for boiling foods, alloys of a 


-minimum of 8 per cent nickel are 
required, in order to resist corro. 


sion and pitting. 

Chrome-alloyed stainless steel 
utensils cannot be used in hospital 
operating rooms, since the mag- 
netic quality of the metal creates a 
safety hazard in the presence of 
oxygen and ether.. | 

Sterilizers: The Sterilizer Industry 
Advisory Committee also met with 
the NPA last month and reported 
that alternate materials are now 
being used in place of nickel-coated 
stainless steel -for outer shells of 
some autoclaves and sterilizers. For 
functional parts exposed to the cor- 
rosive effects of steam, saline res- 
idues and high temperatures, how- 
ever, the committee pointed out 
that there is little latitude for ac- 


ceptable substitution for monel 
‘metal and 18.8 nickel-coated stain- 


less steel. | 

Everyone seems anxious, this 
time, to avoid a repetition of the 
sad experience that resulted from 
making field sterilizers of galva- 


nized steel and other substitute 


materials in World War II. These 
were considered ineffective and 4 
waste of the materials used. 
Sterilizers made for the duration 
of the emergency probably will 
contain stainless steel where neces- 
sary but stands will not contain 
stainless steel nor will nickel- 
bronze castings be used where 


bronze or brass castings could be 


substituted. The committee also 
suggested that nickel-coated stain- 
léss steel and monel should not be 
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“America’s hospitals face their toughest case 


Ir’s THE VEXING problem of making a 
case for higher payment rates by “third 
party” agencies. 

It's a business problem and it takes 
business methods. That’s why more and 
more hospitals are turning to simple, 
modern McBee systems. 


With close to 90% of hospital revenue 


coming from payments by public and 


private benefit and insurance groups, 
hospitals must account accurately for 


all costs. What McBee has done for 
American business it is doing now for 
America’s hospitals. 

With existing personnel, without 
costly installations, McBee Keysort 
Charge Tickets and machines provide 
any: hospital with accurate, complete 
cost-control information at less cost 
than any other method. 

When notched, the pre-coded holes 
along the edges of each Keysort Charge 


Ticket make it easy to collect the facts 
on each patient... classify them... file 
them ... find them... use them... 
quickly and accurately. | 


For hospitals everywhere, Keysort 
now expedites recovery of service costs, 
aids analysis of services required, baosts 
the efficiency of personnel and equip- 
ment and controls supply inventories. 


Get the full story from the McBee 
representative near you. Or write us. 


THE McBEE COMPANY 


Sole Manufacturer of Keysort—The Marginally Punched Card 
295 Madison Avenue, New York 17, N.Y. Offices in principal cities. 
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used in the outer shells of steriliz- 


The Department of Defense is 
standardizing sterilizing apparatus 
in the armed services and expects 
to change specifications in accord- 
ance with availability of critical 
materials. | 


DO-97 for hospitals 


As was to be expected, it has 
been necessary to amend Regula- 
tion 4 of the National Production 
Authority, which authorized use of 
the priority rating DO-97 by hos- 
pitals along with many other types 
of industry and business. So far, of 
course, the effects of the amend- 
ment have hardly been felt and it 


_ Current price trends 


M= AND MORE, changes in 
wholesale prices are begin- 
ning to reflect the stability imposed 
by price ceiling regulations. By the 
beginning of May, prices were 0.2 
per cent below the comprehensive 
monthly price index for March. 
For the week ended April 24, the 
all-commodity index for wholesale 
products was 183.6 per cent of the 


tance became effective on May 28, 
1951. This was the Manufacturers’ 
General Ceiling Price Regulation 
(CPR 22), affecting approximately 
75,000 industrial concerns with a 
combined yearly sales volume es- 
timated at 70 billion dollars. The 
order states that manufacturers’ 
ceiling prices should be based on 


their pre-Korean base period prices 


has not been particularly bother- <inoee - Labor Statistics 1926 plus dollars-and-cents increases in - 
some. It would never have been was 2 per cent factory costs through March 15, 
adopted, however, if shortages of | - . “ne evel prevailing on Jan. 1951. The base period established 
paper products, photographic film . O ia year and 17 per cent by the regulation is April 1-June par 
endl some similar ifems were not  ®P°ve the May 24-June 25, 1950, 24, 1950, although manufacturers 
developing. Purchasing agents can, may use any of the preceding three 
of course, look for further amend- new ruling of major impor- calendar quarters. 
ments and additional items being | 
removed from the list for which ie 
the priority may be used. In each 2 
made to obtain allocations for hos- Weekly Index Numbers of Wholesale Prices—1926=100 oe 
of Change 
pitals. Apr A 
pr. Mar. Apr. Apr. Apr. Apr. 25-50 1-2-51 
One of the recent amendments COMMODITY 18 25 27 3 10 17 24 to to tral 
1950 1950 1951 1951 1951 1951 1951 4-24-51 4-24-51 inte 
Order M-47 exempted five listings All f00dS wine 155.0 157.2 187.3 186.1 185.7 186.8 188.0 +196 +33 etit 
from the restriction on the use of 135.6 136.2, 185.1 184.5 184.1 1 +35.2 +68 10- 
iron and steel which allowed 80 PP gga oe 130.5 131.7 139.0 139.0 138.8 138.9 138.3 + 5.0 41.6 dns 
eta 3 
per cent of base period consump products 170.0 169.1 189.3 9.8 189.9 189.6 189.6 +12.) 41.2 oa 
nad Of these one Building materials ...... 193.8 195.4 227.5 227.5 227.6 227.5 227.5 +164 it i 
: ie ; This weekly wholesale price index is designed as a weekly counterpart of the monthly whole- bef 
lowed a small increase in steel to sale price index. lf is based on a sample of about one-eighth of the commodities in the com- — 
ae prehensive sample and therefore should be regarded as an indicator of price trends rather than exc. 
replace the use of more critical ma- as a final compilation. The monthly index should be used for fuller coverage. T 
terials and there were adjustments Source: Bureau of Labor Statistics. om 
for other reasons, and it is not ex- - 
pected that consumption will be eae a fin 
e 
increased. The fifth exemption list- la 
and TABLE 2—A NEW ALL-TIME HIGH 
pital specialties. The restriction Monthly Index Numbers of Wholesale Prices—1926—100 i. 
imiti ; a March March March March March March Feb. March 
items by 20 per cent, thereby work- All commodities - 81.5 103.4 105.3 150.0 158.4 152.7 183.6 184.0 one 
ing a hardship on the health field. 15:3 1074 1866 
Fuel and lighting. materials... 72.0 80.3 83.4 100.7 : 8.1 138.6 
items should be felt in 1952. More Anthracite coal... g10 898 953 1149 1378 1418 1365 1561 cons 
than 1,000 firms have been author- —— coal 100.3 115.2 120.6 144.0 193.2 198.5 197.5 197.3 can 
ectrici . 7 7 
ized to take advantage of the short s 770 56 717 $49 928 662 922 .* 
rtizati iod f struc Building materials 99.5 110.4 117.1 177.5 200.0 194.2 228.1 228.5 less, 
amortization perl or construc- Brick ond tile 3 3 98.7 110.7 132.7 162.4 163.3 180.8 a akin 
i iti ‘Viti emen “2 4 112.3 133.9 134.9 147.1 
tion of new or additional facilities. Lumber _...... 116.7 136.7 154.3. 272.3 294.7 295.9 359.8 361.2 9 te 
A large number of them are in pro- Paint and paint materials........... 87.4 102.2. 106.3 171.1 162.3. 138.2 164.0 164.4 a 
| capacity of other industries, while Raw materials 753 92.9 1631 lens 1628 1989 1985 ten 
; iti i-manufactured articles ...... 83.4 95.0 147.2 156.9 144.1 187. 
| using more of the critical materi Manufactured products ........... 2 100.5 101.6 143.8 154.1 148.9 175.4 175.8 eter: 
| als, of course, should at the same Purchasing power of the dollar..$1.226 $.967 $.949 $.666 $.631 $.655 $.545 $.543 inlligin 
. *Figures not available af press time. Mr. 
time ease the pressure on produc- Source: Bureau of Labor Statistics. es | mem! 
ers of hospital supplies—L.P.G. | 
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Planning a new dietary unit © 


for a middle-aged hospital 


ERNEST N. MAY 


HIS ARTICLE IS written solely in | 
the hope that boards of trustees | 


and their building committees may 
obtain a more intimate view of one 
of their vital, largely ignored de- 
partments; that these trustees may 
realize what can and usually does 
happen when they turn over the 
detailed design of this department 
to persons (such as equipment con- 
tractors, architects and adminis- 
trators) who have never personally 
operated a food service beyond the 
coffee pot and frying pan stage and 
who, despite lip service to the con- 
trary, often have simply a passing 
interest in the dietary department. 
Even the hospitals’ own chief di- 
etitians should have had at least 
10-15 years’ experience in more 
than one institution, with some of 
it in commercial food production, 
before they should be entrusted 
exclusively with design details. 
This is a plea that competent, 
experienced advice be obtained and 
meshed thoroughly into well-de- 
fined board policy before the final 
layout is given to the architect— 
not after the finished construction 
is accepted from him. : 
Further, this is a description of 
one hospital’s problem and how it 
was met. It ought to provide a 
measuring stick against which a 
conscientious building committee 
can compare its own decisions. Un- 
less. the committee does something 


akin to checking, the chances are’ 


9 to 1 that its hospital will have 
“Just another job,’’ will lose half 
of what it might gain, and its chief 
dietitian will be one more “forgot- 
ten woman,” doomed to struggle 


Sernally against the heart-break- 


"Mr. 
Planned the new Gateee department. 
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ing handicaps imposed upon her by 


downright carelessness, thought- 


lessness and ignorance. 

This particular hospital was origi- 
nally designed in 1928 as a 140-bed 
institution. It was in operation for 


about 10 years when a 40-bed ma- © 


ternity wing was added, putting 


. the hospital into the 180-bed class. 


It had operated thus for the 10 
years succeeding 1938. As is usual, 
no changes were made in the gen- 
eral facilities of the hospital, so the 


original dietary department was 


still carrying on after 20 years of 
that continual labor which can be 
appreciated only by those who have 
been closely associated with it for 
12 hours a day and 7 days a week. 


ORIGINAL "PLAN" 

The plan of the main building 
was in the general form of a “T”’ 
with the perpendicular wing short- 
ened somewhat (Fig. 1). This wing 


- contained a new laboratory in the 


basement, the dietary department 
on the first floor and the operating 


rooms on the second floor. 


Whatever may have been con- 


- sidered by the original architects 


as adequate space for food service 
was sadly restricted by those same 
architects and administrative con- 
sultants when they deliberately 
placed the only service entrance to 
the entire hospital right through 
the middle of the dietary depart- 
ment! This brilliant idea split the 


_ The Dietetics Administration de- 
rtment is edited by Margaret Gil- 
am, dietetics specialist. 


dining area and dietary dry storage 
space off to one side of the through 


-general-service corridor; put the 


food preparation, cooking, tray as- 
sembly and dishwashing areas on 
the other side; placed the cafeteria 
line tray right down one wall of 
the same corridor, and worst of all, 
forced all sorts of non-dietary 
traffic to pass through this very 
corridor at any time. | 

By “all sorts of non-dietary traf- 
fic’ is meant (1) nursing person- 
nel going to and from their home; 
(2) deliveries of all the supplies 
used by a general hospital; (3) 
passage of both fresh and soiled 
linen from the nursing home and 
of semi-finished linen from a 
neighboring contagious unit, and 
(4) anybody else who wanted to 
take a short-cut to somewhere. | 

The dietary department was 
forced by this design to park all 
its food conveyors in this same gen- 


eral corridor which, incidentally, 


was only 7.5 feet wide. The loaded 
food conveyors were compelled to 
intersperse with and frequently to 
touch trucks loaded with soiled 
linen from the floors on their own 
way to the laundry. — 

In procrastinated due course, the 
board of trustees woke up to the 
sad state of affairs and requested 


its building committee to draw | 


plans and solicit bids for an en- 
larged and improved food service 
department. This was completed in 
1946, but when the bids were re- 
ceived there was not enough money 


in the building fund to proceed 


with construction. Fortunately 
more funds became available by 
1948 so the project was very wisely 
revived. = 

By this time, however, there was 
a new building committee. It soon 
stumbled into several discouraging 
facts with respect to the already 
drawn and paid for plans. One was 
that these plans were satisfactory 
to no one. By the time they were 
finished, the architect, the admin- 
istrative consultant and the chief 


- dietitian were barely on speaking 


terms. Also, the hospital’s admin- 
istrator, for practical reasons that 
made good sense, didn’t like much 
of the layout. 

Another major difficulty in the 
new committee’s eyes was that no 
considered attention whatsover had 
been given to, nor any practical 
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decision had ever been reached on, 
just how patients and ‘personnel 
would be fed during that inevit- 


able period when construction 


would be interfering with, and 
probably stopping, kitchen opera- 
tions. The proposed layout would 


have required this interference 


during almost the whole construc- 
tion period. 

A third difficulty was that, al- 
though the plans did provide for a 
final, new, general service, non- 


dietary receiving entrance and 
corridor, they did not provide any 


method for using this facility dur- 
ing the construction period. 


COMMITTEE'S PLAN 


In view of all of this, the new 
committee believed it must persu- 
ade itself that these handicaps 
were in truth inescapable, that it 
must discover some means of in- 
suring that interference would not 


stop the feeding of patients and — 


personnel, that it must try for 
something more acceptable to those 
who ought to know and less risky 
for the institution. So a new start 
was made. 

This involved, first of all, a de- 
cision on the kind of a dietary 
department the institution should 
have; a sort of philosophy or atti- 


tude toward the whole subject of 


patient and employee feeding. 

In order to develop such a phil- 
osophical perspective for the food 
service department, the committee, 
inexperienced as it was, backed 
away from the details at first and 


devoted considerable reflection to 
broader policy. In view of this, the 
committee’s basic line of reasoning 


on this assignment ran somewhat 


as follows: 
» The administration of the dietary 
department should be elevated and 


maintained on a level of equal im- 


portance to any other hospital 
department, not even excepting 
nursing. It certainly ought to be 
brought out of the basement fig- 
uratively, and if possible, literally. 
» The dietary department is en- 
titled to such a position as a mat- 
ter of business common _ sense 
because of its large volume of dol- 
lar purchases; as a matter of horse 
sense because everybody (person- 
nel and patients) must eat, and 


ought to eat as well as possible, 


for their own and their associates’ 
morale, and finally, as a simple 
matter of public relations. 

» This latter reason of public rela- 
tions is especially sensitive because 
few patients indeed understand 
medicine so they keep quiet. They 
don’t know anything personal about 
an operating room, but they do 
understand food service; most pa- 
tients have little else to do except 
think about food, and it is the eas- 
iest thing in the world to criticize. 
» The equipment of the department 
should be provided and maintained 
along the same first-class standards 
as, for instance, the operating room, 
both to function adequately and 
economically and to keep up its 
own departmental morale—a most 
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D. W. Dining 


Main building 


important ingredient in adequacy 


and efficiency. 
With respect to adequacy and 
efficiency, the committee believed 


that it should draw the line wel] 
_ below the gold-plated, extravagant 


type of construction, yet well above 
what it and too /many other hos- 
pitals already had. 


FOOD PROBLEM 


It was very conscious of the 


‘desirability of serving “good qual- 


ity food attractively.” It was equal- 
ly conscious not only of the impos- 
sibility of ever making those four 
easy words mean the same thing 
to more than 80 per cent of the 
consumers, but also of the out- 
rageous expense and nerve-racking 
efforts required in trying to do so. 

If anyone thinks that patients, 
because they are bored, inactive 
and sick, are difficult to please with 
$2 a day spent for food, let him 


observe also how difficult to please, 


at $15 a day for food, are luxury- 
resort hotel guests, bored, inactive 
and healthy. So effort and cost are 
definitely not the answers to more 
than perhaps. 80 per cent satisfac- 
tion. 

The reader will recall that the 
existing dietary department was 
bounded above and below by other 
important facilities and laterally 
by its own walls. The latter could 
not be altered very well because 


of the steep grades thereabouts. 
Hence, new space could be added 


only on the far end, either by pro- 
longing that wing or crossing it. 


Stores 


Main building 
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|Dish-washing 


Preparation 
and serving 


Dining 


inally, the only service entrance to the entire 


1. Ori 
sceeaial ran + wate the middle of the small dietary department. 
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FIG. 2. The area for the new department totals 8,400 square 
feet and was planned to secomninemany a 25 per aes future increase. 
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MORE ICE! 
ICE! 
CHEAPER ICE! 
HANDIER ICE! 
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These Ajax 
Electric Iceman 
Models Will Make 
Your Ice Dollar 


Worth 100 Cents! 


MODEL A5A-2 


START AN AJAX ELECTRIC 
ICEMAN WORKING FOR YOU 
Sead the Coupon How... 


Other Ajax products include: Flake Ice 
Machines—Refrigerated carbonated 
soft drink dispensers—Permanent and 
Mobile Air Conditioning units. 
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MODEL A5A-4 


THE Ajax Electric Seeman. 


(MANUFACTURED BY SERVEL, INC.) 


Here are two completely automatic ice cube making machines that 
poe step-saving, money-saving convenience in hospital dining rooms, 

itchens, recreation rooms, ward floor wherever ice is needed for ice caps, 
packs, oxygen machines. Trouble-free,* self-cleansing, they produce clean, 
safe ice as pure as your water supply—free you from the fuss and delays 
of ice deliveries, the danger of ice contamination—at savings up to 70% 
of your present ice costs. 

Small and compact, Model A5A-2 Electric Iceman has a removable 
storage bin basket holding 50 pounds of solid, clear ice cubes which is 
kept automatically full. Model A5A-4 has a waist-high storage hopper 
with a capacity of 3500 cubes (150 pounds) of larger cubes, automatically 


_ replenished when emptied. 


For full details, send coupon below...TODAY! | 
THE AJAX CORPORATION OF AMERICA — Evansville, Indiana 


*Servel’s compressor carries their 5-year warranty. 


AJAX CORPORATION OF AMERICA— Dept. D-2 


2509 E. Washington Avenue, Evansville, Indiana 


Send complete information on the Ajax Electric Iceman. 


NAME 

COMPANY 
ADDRESS 
CITY ZONE STATE 
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_All were agreed upon this, but that 


is where agreement ended. 

After study, the building com- 
mittee concluded that, since the 
present food service area was al- 
ready unbearably pinched, it would 
be silly to hope to put pipefitters 
and electricians in that area too. 


The committee further concluded 


that probable delays in the deliv- 
ery of new equipment, the unex- 
pected accidents in replacing the 
old by the new, inevitable mal- 
functioning of brand-new equip- 
ment, all would certainly conspire 
to make the job of trying to put 
the new on top of the old an unend- 
ing, nerve-racking headache for 
those who had to do it (as opposed 
to those who blithely said it could 
be done). 

Therefore, the committee pro- 
posed as the best solution: (1) To 
build on the ground level a com- 
pletely new, up-to-date depart- 
ment in a new addition adjoining 
the old one (Fig. 2); (2) to keep 
the new construction entirely sep- 


arate until it was ready to go; -then,. 


overnight, switch operations to it; 


(3) to utilize the old space thus | 
released for badly-needed locker 


rooms; (4) to keep dietary stores 
in a temporary, wooden, heated 
shack connected to the main build- 
ing; (5) to use the former store 
room as a service delivery entrance 
for all general and miscellaneous 
hospital supplies. 


THE SHOWDOWN 


Then came the showdown in a 
dramatic board of trustees’ meet- 
ing when the committee’s recom- 


mendations were broadly reviewed. | 


One school contended that the orig- 
inal space could continue to be used 
without building so much new area 
at $20 per square foot; that it was 
unsound to place food service any 
farther from the patient (the add- 
ed distance was 55 feet and “‘push”’ 


time only about 20 seconds); that 


much of the old equipment could 
be re-used without relocating it; 
that if there were breakdowns in 
schedules, the hospital could be fed 


by hiring a concessionaire to move 


in, tent and all, and start serving 


meals, at heaven-only-knew what 


cost. All of this could be done to 
save a possible $26,000 on $260,000. 
Worse, a decent design would be 
precluded at the start. 


The other school contended that 
the added sum would insure a 
first-class, brand-new department, 


roomy, efficient, one to be proud of; 


would insure it without jeopardiz- 
ing the essential, continuous food 


‘service and its quality; would do 


it without killing the chief dietitian 
and her assistants and without 
sending the building committee to 
a sanatorium. 

In spite of all the above advan- 
tages, and after 30 days’ cogitation 


by the board, the final decision was 


based on one factor and only one 
factor—namely, the building com- 
mittee was willing to take the re- 


‘sponsibility for a satisfactory job 


only if done in its recommended 


‘way, whereas the opposition was 
‘not willing even to attempt the job 


its own preferred way. 

Human nature being what it is, 
“let George do it” prevailed: The 
building committee was ee the 
green light. 

With that decision reached Sat 
with the two beautiful examples 
before it* of what could be 
dreamed up for unsuspicious build- 


*The original construction and the plans 
for — ee. rejected in 1948. 


ing committees by some persons 
without a scrap of dietary experi- 


ence, it was deemed best for this 


newest committee to take the nec- 
essary time to educate itself. This 
educational process had to be at 
least to the point where it knew 


three times more about the subject 


than any trustee likely to argue 


with it. Although this process could 


not hope to be good enough to 
bring out the only correct answers 
in such a controversial field, ney- 
ertheless it would at least give the 
committee some confidence. 


‘ANALYZING LAYOUTS 


The first step was to visit six or 
seven installations. The second step 
was to search the recent postwar 
literature for descriptions of new 
dietary department construction, to 
secure layouts of them, to study 
these layouts both with respect to 
(a) the relative locations of the 
various functions (such as meat, 
vegetable and salad preparation, 
cook’s unit, and tray service) and 
(b) the square feet of space allo- 
cated to these same functions. In 
all, eight designs were so analyzed. 
They varied from a veterans hos- 


Dietary department space allotment 


The table below indicates the relative space in the |7 different categories which 
properly constitute the dietary department. The large amount of “miscellaneous’ 
space shows an oon to leave full passage for trucks and dollies. 


In square feet 


New Old Area Total 
construction converted New 


Receiving (inside) 145 
2. Dry storage in 640 
3. Refrigeration oe 530 
4. Meat preparation 115 
5. Vegetable preparation [eas 130 
6. Bakery 220 
7. Ice cream . ee. 125 
8. Cook's unit 
9. Pots and pans ee 50° 
10. Salad preparation Ms 
Il. Tray service 
13. Dishwashing 500 500 
14. Diet kitchen 220 
15. Dietitian's office MO x... 
16. Cafeteria line 430 
17. Dining room proper cee ee 1,830 
5770 1,000 46,770 

Total dietary department... ..... 6,880 1,470 8,350 
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the case of the AMAZED truckdriver... 


. Ten times he heaped his disposal truck with car- 


tons full of medical records —the contents of two 
entire rooms. 

Then they showed him a small cabinet... and 
told him that in it were copies of every single 
record he had just hauled away. 

Even you would be amazed at the tremendous 
space savings possible through microfilming—more 
than 99%! Here at Northwest Texas Hospital is 


another instance of where it has relieved an over- 
crowded condition easily and economically. 


Remington Rand microfilming brings other im- 


portant benefits, too. The time required to locate 


records is greatly reduced. Misfiling and tamper- 
ing is prevented. Full size black and white copies 
can be made quickly. Records receive better pro- 
tection— when properly stored’ microfilm is more 
durable than the finest grade of paper. _ 

You, like Northwest Texas, can accomplish all 
of this without lifting a finger. Simply turn over 


your. bulky original records to Remington Rand 
Microfilm Contract Service. In return you will 
receive small, compact rolls of film all properly 
authenticated and thoroughly indexed for fast 
reference. You do not have to buy microfilming 


equipment, interrupt your routine, or use your 


own personnel. 


Find out more about this fast, simple way of 


having your records put 


-on microfilm. Ask for 


the free illustrated 
booklet F-249. Or, if you 
wish to do your own 
microfilming, ask about 
the automatic Film-a- 
record machine. Just 
write to Room 1177 
Management Controls 


Reference Library, 315 


Fourth Ave., N. Y. 10. 
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3,000,000 records in one 
small cabinet 
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pital in a metropolitan center to 
medium-sized hospitals in relative- 
ly isolated communities. 
Disappointingly enough, there 
was no apparent rhyme or reason 
to any part of them. Areas per 
function varied so greatly that 
averages were meaningless. One 


extreme example showed eight - 


times as much space for a given 
function as that same operation 
apparently required in another 
hospital of practically the same 
size. Obviously somebody was very 
wrong. 


At this frustrating juncture, the 


committee learned by pure chance 
that, by simply crossing the street, 
it could have the priceless benefit 
of all the experience with kitchen 
and cafeteria equipment and layout 
accumulated by two _ top-flight 
dietitians who had spent 20 years 
in the dietetic field in highly re- 
sponsible jobs throughout the coun- 
try. It also had available the ex- 
perience of the design division 


and purchasing department of a 


very large manufacturing company, 
which had built and operated per- 


WHITE CROSS HOSPITAL 


COLUMBUS, OHIO 


patients and White Cross 
Hospital like Van Kitchen 


@ Both the patients and the administration of White Cross Hos- 
pital, Columbus, Ohio, are delighted with the results that stem 
from this gleaming stainless kitchen serving five floors of one wing. 
@ Now that equipment of the vintage of 25 years ago has been 
replaced with the most modern Van so well knows how to design, 
fabricate and install, trays arrive at the bedside with foods and 
beverages fresh or hot as the patients like them. A duplicate tray 
service unit will soon be installed in the other wing. 

@ When you need kitchen equipment, call Van and tap its unique 


century of experience. 


John Van 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
DIVISION OF THE EDWARDS MANUFACTURING CO. 
Branches in Principal Cities 


224-244 Eggleston Avenue - 


CINCINNATI 2, OHIO 
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haps 80 to 100 cafeterias for its 
own employees at its many plant 
sites. 
With such ready access to the 
pros and cons of the influences and 


factors entering into innumerable 


decisions, and with such an oppor- 
tunity to learn first-hand, the com- 
mittee concentrated on the job. In 
two months or so, it was able to give 
a local architectural firm some very 
definite recommendations on func- 
tional arrangement, interior con- 
struction materials, equipment, and 
specifications. These recommenda- 
tions were welcomed and faithfully 
carried through. 


Most of the important decisions 


reached were made by the com- 
mittee on its own responsibility, 
but only after hearing the pros and 
cons and the recommendations of 
those so broadly experienced in the 
field, of the hospital’s chief dieti- 
tian, of its administrator, and of 
the architects. It is not believed for 
an instant that the conclusions 
reached hereafter are the only 
ways to do things, but it is believed 
that other committees in the same 
position could look farther and do 
worse. 


TOTAL NEW AREA 


The area for the new dietary 
department eventually totalled 
8,400 square feet. It is made up of 
6,900 square feet of new construc- 


- tion plus 1,500 square feet of com- 


pletely renovated old space. This 
8,400 square feet includes every- 
thing from receiving rooms through 
preparation and cooking to tray 
assembly, from the single cafeteria 
dining room to dishwashing, but 
excludes garbage and refuse stor- 
age. It is intended to accommodate 
at least a 25 per cent future expan- 
sion in both patients and personnel. 

The table, “Dietary department 
space allotments,” indicates the 
relative space in the 17 different 


_ categories which properly consti- 


tute the food service department. 
The relatively large amount of 
“miscellaneous”? space shown 
this-table is due to a strict defining 
of category area and a real effort 
to provide adequate passage for 
trucks and dollies, without constant 
bumping and minor damage. 

. The. type of tray service to be 
selected was one of the very com- 
plicated, fundamental and contro- 
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yersial decisions to be made. It was 


vital not only because it is the cor- 
nerstone of the service but also be- 
cause it is the means by which all 
the good work and effort in the 
dietary department must be trans- 
mitted eventually to the patient. 


TWO SERVING CHOICES 


There were two possible choices: 
Centralized and decentralized, as- 
sembling trays and serving the hot 
food either from one central kitch- 
en or from auxiliary pantries on 
the floors. 

‘The question of centralized vs. 
decentralized service boiled down 
to how far one should go in an 
effort to serve (as nearly as it ever 
ean be served) hot food, of the 
proper individual diet, for that 
probable 35 per cent minority of 
patients who are either (a) too sick 
to know or care what they are try- 
ing to eat, or (b) on special diets, 
most of which by their very nature 


-are unappetizing, (c) on medica- 


tion which automatically destroys 
food tastes, or (d) too inactive to 
have an appetite for any but spe- 
cial catering. The total of these 


four causes results in perhaps 40 


per cent of the nicest-looking, best- 
prepared food coming back to the 
garbage can only 40 minutes later! 


Where does the law of diminish- 
ing returns start to operate? 


The arguments, pro and con, can 
go on perpetually. Any unpreju- 
diced person, familiar with both 
systems, can argue effectively for 
either in the medium-sized hospi- 
tal. By defining terms and estab- 


lishing limits however, most of the - 


fog lifts. 


fundamental, unalterable 
facts emerge: (a) Hot food cools 
off very rapidly; (b) individual 


service is very expensive. Any sys- 


tem of food service is a compromise 
between these two incontrovertible 
facts. In this discussion, the em- 
Phasis is on hot rather than cold 
food such as ice cream and salads. 
This is solely because hot food is 
far more critical to handle. 


One frequently hears that a 200- 
bed hospital is about the break- 
even point for the two types of 
service, the centralized system be- 
ing preferred for the smaller num- 
ber. This point is probably true, 
but it is because of the time factor 
involved in serving. It actually has 
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nothing to do with the specific 


number of beds. For instande, one 


could easily design a 75-befi hos- 
pital that could never be served by 
a centralized system, andj with 
equal ease, one could design| a’ 300- 
bed hospital which could certainly 
be well-served by a centralized 
system. This is stated to emphasize 
the fallacy of using the 
of beds as’a measuring sti¢k. To 
repeat—the only measuring| stick 
is TIME; the elapsed time from the 
steam table to the _ farthest- 
removed patient’s hand. 


Ten minutes is the maximum 
time allowed by the cooling rate of 
hot food, under absolute optimum 
conditions and protected by all the 
means so far known to man (ex- 
cept one possible new method, pat- 
ented). Even nine minutes elapsed 
time for service is difficult to at- 
tain, however, comprising as it nec- 
esssarily does the following five 
steps (assuming that hot food is 
put on trays last): 

1. Time first tray on truck 


is waiting for last tray to _ 
be placed on truck.......... 3 minutes 


MAGATINE CONTEST 


timer shown are ad- 


4 OUT OF 5 
FIRST AWARDS IN 
INSTITUTIONS 


GO TO 
STEAM-CHEF USERS 


Mutual-Life Insurance Co., New York 
(wall-mounted Steam-Chef steamer) | 


This year, as in years past, outstanding food service operators, as typified by top 
names in this famous Institutions Magazine competition, have chosen Steam-Chef 
cookers for their kitchens—and by a clear majority over any other steamer. — 


The following winners of FIRST AWARDS—4 out of 5—are Steam-Chef owners: 


The Berghoff, Chicago, Ill., 


Brown University, Providence, R. |., The Mutual Life | 


Insurance Co., New York, N. Y., St. Vincent's Hospital, Toledo, Ohio. 
In addition, more than half the roster of winners in all classes are Steam-Chef 


users. All this is further proof, if any were needed, of the national acceptance of 


Cleveland Range steamers—Steam-Chef and Steamcraft—as preferred equipment. 
Where so many other experts have demonstrated preference, 


2 compartment 
Steamcraft. Furnished 
for direct steam, gas 
or electric operation. 
Base and indicating 


ditional. 


gas, Write for full details. 


you may safely do the same. Plan now to put Steam-Chef or 
Steamcraft to work in your own kitchen. 


Steam-Chef heavy duty steamers come in _ 1-2-3-4 compartment sizes. 
Steamcraft. junior steamers are supplied with 1 or 2 compartments for 
table or counter use, or with bases. Any of these steamers may be ob- 
tained for direct steam line connection, or for electricity, or -“" kind of 


“The Steamer People". 


THE CLEVELAND RANGE COMPANY 
3333 LAKESIDE AVENUE, CLEVELAND 14, 


For BETTER Steaming- 


STEAM -CHEF 


OHIO 
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Push time to elevator......1§ minute 
. Time on elevator.............. 1 minute 
Push time from elevator 

to delivery destination....2 minutes 
. Final delivery time to 

bedside (assuming patient 

is propped up and ready, 

and assuming delivery is 


| immediate 2 minutes 


9 minutes 


Every ao must be on time. 
Cooling will continue. 

Obviously the differential. be- 
tween 10 and 9 minutes is slim 
indeed. 

In loading time, important fac- 
tors to be weighed are (a) the 


intelligence, accuracy and manual. 


dexterity of both the regular and 


relief tray assembly crews, (b) 


their attendance reliability, (c) the 
trained ability of the dietitian to 


keep constantly in mind, under 


some pressure, the various details 
of about 15 different diet combina- 
tions (plus some patients’ special 
preferences), as she checks a dif- 
ferent tray every 15-20 seconds for 
as long as 40 minutes steadily. 
Push time elements have their 
mechanical limitations because 
trucks cannot’ be pushed too fast 
into elevators or down halls. Col- 
lisions with corners and nurses and 


patients popping out of doors will — 


result. Distance and floor level, are 
of course, the major obstacles. 
Floor distribution time can be a 
quicksand into which all the good 
work up to this point is lost. If the 


patients are really ready, if dis-— 


tribution on the floor starts at once 


‘ and is pushed to completion, a time 


limit can be met. If nobody snaps 
to, if floor nurses are to do the 
distributing of trays and if doctors 
are allowed to interfere with these 
nurses during the critical five min- 
utes, if the patient has to be pre- 
pared while the tray sits cooling off 
fast—the food is cold. Then all the 
money in the world poured into 
equipment, food and salaries, all 
the efforts of 15 employees on each 
tray, are of no avail. Elapsed time 
is the crux of the whole problem. 


Theoretically at least, decentral- 


ization presents a far. greater 


chance of insuring the delivery of 
hot food to the bedside, simply 


because the floor pantries are near- 
er in time to the patient. In prac- 
tice, however, the assembled trays 
can wait around the pantries and 
cool off just as rapidly as they can 
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in the moving food conveyors. 


Without a great deal of perpetual © 


supervisory push in the pantries, 


delays are sure to occur too fre- 


quently. Hence much of the theo- 
retical advantage of minimum dis- 
tance is nullified. 


Furthermore, decentralization 
requires (1) substantially more in- 
vestment since it needs the floor 
pantries with all their separate 
equipment including insulated and 
uninsulated trucks for food and 
dish transport, (2) more personnel 
and hence more payroll to operate 
if adequate speed and accurate tray 
assembly and checking care are to 
be achieved, and (3) about one 
quarter more food because more 
than enough food is invariably sent 
to the floors to avoid the delaying 
of service for second trips. 

So there is the problem—how 
much for what? 

In this particular instance it was 
estimated by the committee that 


the net increase in permanent in- 
vestment would be about $18,000 
to $20,000. 


-It was further estimated that the - 


continued, annual, increased op- 
erating expense plus loss of room 
revenue would be approximately 
as follows: 
(a) Added payroll $ 7,000 
(b) Food lost or wasted .......... 35,000 
(c) Revenue lost from {hres 
rooms for patients con- 
verted to floor pantries ... 20,000 


TOTAL $62,000 

Cut it in half and it is still terrific, 
year in and year out! 7 

With these estimates of the add- 


ed cost necessary to attempt to 
_ please a doubtful 35 per cent of the 


patients staring it in the face, the 
committee decided to gamble on 
centralized service, to spare noth- 
ing to enable this type to prove 
itself. 

Next month, Mr. May will describe the 


physical layout of the new dietary depart- 
ment.—The tors. 


DIETETICS 


Frozen orange juice 


SINCE ORANGE JUICE was intro- 
duced in frozen concentrated form 
in 1947, consumption has increased 


so that now it comprises about 35. 


per cent of all frozen food sales 
(exclusive of ice cream). The 
American Medical Association, in 
its May 5 Journal, reported that its 
Council on Foods and Nutrition has 


‘made a study of frozen concentrat- 
ed orange juice and has given its 


seal of acceptance to three com- 
mercial brands, 

The highlight of the council’s re- 
port was that frozen concentrated 
orange juice, if properly processed 
and packed, retains about 98 per 
cent of the vitamin C content of the 
fresh fruit. In fact, the council re- 
ported, properly processed frozen 
concentrated orange juice is likely 
to be more consistent in vitamin C 


content, due in part to seasonal in- 


fluences. In general, fruit picked in 
mid-season tends to be higher in 
vitamin C content than does that 


picked early or late in the season. 
Other factors affecting vitamin C 
content are the variety of the fruit, 
the.degree of ripeness, and the con- 
dition of the soil. 


The American Medical Associa- 


tion report said that concentrated 
frozen orange juice may be used in 
all instances where there is need 


for maintaining or increasing the ~ 


daily intake of vitamin C. In fact, 
the report said, it may be consid- 
ered the nutritive equal of fresh 
orange juice, thus meeting the need 
for vitamin C intake in the diets of 


_all persons, including infants. 


Before its seal of acceptance is 
granted, the Council on Foods and 
Nutrition insists: (1) that the 
product contain 40 mg. of vitamin 
C per 100 ml. (about 3 1/3 oz.) of 
juice at the time of packing and 
that this represents retention of the 
ascorbic acid present in the origi- 
nal fruit; (2) that the packer dem- 
onstrate that consistently high lev- 
els of vitamin C are maintained; 
and (3) that all advertising claims 
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new and remarkably versatile 


Vita-E 


Rich in viteunine 
| Rich in flavor 


‘ 
3 
** Designed especially for the dietitian, VITA-BROTH is a 
powdered concentrate with a rich, meatlike flavor. It con- 
a tains hydrolyzed milk protein of high biologic value and - 
d added vitamins. Its. seasonings are selected for 
suitability for hospital diets. 
» fg _ Vita-Broth plus boiling water makes a delicious broth — 
t that is appetizing, nourishing and nonsatiating. Vita-Broth _ 
added to other foods — such as meat and egg dishes, 3 
sauces, gravies, etc.—enhances their flavor and protein GRAVIES— SAUCES CASSEROLE DISHES 
d content, and supplies essential vitamins. 
< A 1-pound can of Vita-Broth makes 60 to 80 servings 
of broth—at a cost of only 2 to 214¢ per serving. 
is 
d Samples and recipes available to dietitians on request. VITA-BROTH 
1e 3 es 2 packed level teaspoons (7 Gm.) provides: 
id Riboflavin .. 
ne Niacinamide 7 mg. 
i- Ascorbic acid 20 mg. 
n- MEAD JOHNSON & CO. Protein equivalent 2.8 Gm. 
EVANSVILLE 21,I1ND.,U.S.A. Calories 20 
ns 
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for an accepted brand be proved in 

a manner that is acceptable to the 
council. 

_ Storage: The danger of vitamin C 
loss is most likely to occur as a re- 
sult of improper handling or stor- 
age in the hospital or home. For ex- 
ample, if, after reconstituting, the 
juice is allowed to stand in open 
containers at room temperature, 
appreciable losses will occur. If the 
reconstituted juice is placed in the 
refrigerator at 40° F., however, 
vitamin C losses will be negligible. 
Ideally, the juice should be con- 
sumed as soon as possible after re- 
constituting. 


Not the only source: Orange juice, 
of course, is not the only source of 
vitamin C. The American Medical 
Association lists potatoes, tomatoes, 


various greens, raw cabbage, green. 


peppers, strawberries and canta- 
loupe as other good sources of. 


vitamin C. 


A cup of good coffee 


How important is a cup of good 
coffee? To many patients, the ans- 
wer is “very important.” A year 
and a half ago the supervisor of 


institutions and the purchasing 


agent for the state of Washington 
decided that poor coffee in many 


hospitals and other state institutions 
was a “discontent factor” of serious 
proportions. So they launched a 
“better coffee’ campaign, with the 
help of.a board of expert testers 
with no interest in state contracts. 
Last month a check was made, re- 
vealing that waste had been re. 


duced and that morale of patients 
and inmates had been definitely 


improved. 

Before the campaign was started, 
much coffee was thrown away be- 
cause patients and inmates did not 
like it. Now these people are con- 
tent with the coffee and very little 
is wasted.—M.G. 


THE JULY sERIES of the American Hospital Associa- 


July 1 


Master Menus for July 


16. Blue Cheese Dressing 


tion’s' Master Menu is printed on this and the follow- 
ing pages. 

These menus reduce to a minimum the number of 
diets, simplify planning, decrease costs and conserve 
food preparation time. The general diet forms the 
basis of the seven most commonly used special hos- 
pital diets. These special diets are: Soft; liquid; in- 
creased protein, high carbohydrate; increased calories, 
vitamins, minerals; decreased fats; decreased calories, 
increased vitamins, minerals; and weighed or meas- 
ured. All except the liquid diets have been planned 
to include the nine food essentials and servings re- 
quired for nutritional adequacy. The menus are 
adaptable for selective service by greater variety in 


: the choice of the dinner and supper meats. 


Consideration is also given flavor, variety, attrac- 
tiveness and general acceptance by patients. Color 
is a factor, and color combinations must harmonize. 
Foods in each meal are planned in a variety of forms, 
not all flat, high, or round but a pleasing combina- 
tion of shapes. Consistency, too, is important, and 
here the accent is on variety. If some foods are served 
in a soft form, a crisp food is included in the meal. 
Flavor gives zest to a meal, and this aspect receives 
consideration in the planning. 

If, because of local market conditions or other rea- 


sons, changes in the menu are required, the dietitian 


should make proper substitutions. 
To use these menus, (1) read the selections for the 


general (boldface type) and seven special diets, (2) | 


type the day-by-day menu suggestions on transfer 
slips, spaced and numbered to correspond with the 
Master Menu wall charts, and (3) attach the com- 
pleted slips on the spaces and corresponding numbers 
on the breakfast, dinner and supper wall charts. 

Additional blocks of perforated transfer slips and 
Master Menu kits may be purchased from the Ameri- 
can Hospital Association, 18 E. Division Street, Chi- 
cago 10. 
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. Sliced Orange 


. Blended Citrus J uice 


. Shredded Wheat or Farina 
. Poached Egg 


. Red Cherry Crisp, 


Whipped: - Cream 


18. Orange Sherbet 


. Orange Sherbet 
. Cantaloupe Slices 


. Crisp Bacon 

6. Coffee Cake 

7. ¢ 22. Tomato Bouillon 
- VOnsomme 23. Saltines 


- Melba Toast 
. Turkey a la King in 


Patty Shell 


. Tuna Fish Croquettes, 


Parsley Sauce 


. Creamed Tuna Fish 


10. Roast Turkey 

12. Parslied Potato Balls 

13. Fresh Asparagus 29. 


. Sliced Carrots 
- Ieed Relishes 


. Strawberry Sundae 
. Raspberry Sherbet 
. Raspberry Sherbet 
. Fresh Strawberries 
. Pineapple Juice 


. Philadelphia 


Pot Soup 


. Crisp Crackers 
. California Fruit Salad 


Bowl—Toasted Snappy 


Cheese on Split Biscuits 
. Broiled Lamb Chop— 


Spinach with Lemon 


. Broiled Lamb Chop— 


Spinach with Lemon 


. Baked Potatoes 
. Celery Hearts—Rose 


. Apricot Nectar with 


. Cabbage, Pimiento, Cee 


Pepper Salad 


. Tarragon Dressing 
. Orange Sherbet 

. Canned Peaches 

. Spanish Cream 

. Sliced Oranges 

. Pineapple Juice 

. Parkerhouse Rolls 


July 3 


2. 
3. 


5. 


Duarte Plums 

Grapefruit Juice 

Crisp Rice Cereal or 
Rolled Wheat 

Scrambled Ege 

Grilled Bacon 

. Toast 


. Orange Juice 


ish 8. 
30. — 9. Roast Leg of Veal 
31. Chocolate Fudge Pecan 10. Roast Leg of Veal» 
Cake 11. Potatoes au Gratin 

32. Stewed Peeled Apricots 12. Cubed Potatoes 

33. Baked Custard 

34. Fresh Apricots : ce ee 

35. 15. Molded Black Cherry Salad 

36. 16. Cream Mayonnaise 
17. Boston Cream Pie 
18. Boston Cream Pie 
19. Lime Gelatin 

July 2 20. Fresh Cherries 

-1. Half Grapefruit 21. Beef Broth 


Lime Juice 22. Vegetable Soup 
3. Oatmeal or Wheat 23. Crisp Crackers 
Flakes 24. Braised Beef Cubes with 
4. Soft Cooked Ege Noodles 
5. Crisp Bacon 25. Broiled Beef Pattie 
6. Toast 26. Broiled Beef Pattie 
27. Noodles 
7. Beef Broth 28. Baked Whole Tomato 
8. Crisp Crackers 29. Tossed Salad 
9. Swiss Steak 30. Chef’s Dressing — 
10 roiled Steak 31. Fresh Blackberries 
11. Mashed Potatoes - 32. Canned Fruit Cup 
12. Mashed Potatoes 33. Cream Pudding 
13. Broccoli 34. Fresh Blackberries 
14. Wax Beans 35. Citrus Fruit Juice 
15. Head Lettuce Salad 36 


. Corn Muffins 
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plenty of citrus fruit 


To hasten postpartum recovery, and particularly for the mother who is nursing her baby, the 


provision of maximal vitamin C (12 oz. of orange juice daily while lactating*) is virtually standard 


‘practice in the nutritional care of obstetrical cases today. This represents no dietetic problem, for most 
everyone likes the taste of Florida orange juice. Also the “lift” provided by its easily assimilable fruit 
sugars? is especially welcomed after delivery. And really significant is the fact that—under 
modern techniques of processing and storage—it is possible for citrus fruits and juices 
(whether fresh, canned or frozen) to retain their ascorbic acid content,!* 
and their pleasing flavor,’ in very high degree and over long periods. 


aes 
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FLORIDA CITRUS COMMISSION + LAKELAND, FLORIDA 
Citrus fruits—among the richest known sources of Vitamin C— 
also contain vitamins A and B, readily assimilable natural fruit sugars, 
and other factors, such as iron, calcium, citrates and citric acid. 


Oranges ¢ Grapefruit - Tangerines 
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Carrot and 

July 3. Rolled Wheat or Crisp 18. Lime Sherbet 29. cabbage, Cs sna reen 

1 19. Lime Sherbet 
Rice Cerea h 30. Sour Cream Dressing 
1. Honeydew Melon 4. Scrambled Egg 20. Fresh 
2. Blended Citrus Juice Crisp Bacon 21. Cranberry Juice 
3. Granular Wheat Cereal or 6. ast 
Tis acon ole ea a 
é. Fruited Buns 9. Broiled Scrod, Chive 24. Chopped Egg Salad with 36. Hot Cloverleaf Roll 
7. Jellied Consomme, Lemon 10. Broiled Scrod . arn 
Slice 11. Sealloped Potatoes 25. Fluffy Cmislet—-Asparagus July 11 2 
8. Saltines 12. Latticed Potatoes 26. Fluffy Omelet-—Asparag 1. Banana and Fresh 
9. Broiled Half Chicken, 13. Green Baby Lima Beans 27. Baked Potatoes Pineapple 
Rolled in Crumbs and 14. Sliced Beets 28, —_—_— a 2. Pineapp e Juice Sima 
Parsley 15, Perfection Salad 29. Celery Hearts—Ripe 3. Wheat Flakes or On mea 

10. Roast Chicken 16. Mayonnaise Dressing Olives - Poached Egg i. 

11. New Potatoes 17. Fresh Raspberries 30, ————- Rees 5. Grilled Lin Bes 

12. New Potatoes 18. Lemon Gelatin Cubes, 31. Fresh Bing one les | 6 Céumb Cake 

13.'Cornm on Cob Soft Custard 32. Royal Anne erries 

er Salad Bowl o h Raspberries . 

Radishes, Mixed Fruit Juice 35. Blended Citrus Juice 9, Rolled Stuffed Stenk 

. Green Onions with 36. Bran Raisin Muffins 10. Broiled Cubed Flank Steak 
Watercress 22. Boston Chowder 11. 

16. French Dressing 23. Oyster Crackers 12. Baked 

17, Sugared Fresh Straw- 24. Tomato and Cottage July 9 13. Diced Yellow Squa 
berries in Pie Shell Cheese Salad, Parsley : 14. Green Peas a , 
with Whipped Cream Garnish—W atercress 1. Orange wee 15. Jellied Cucum or J iy 

18. Vanilla Ice Cream— Sandwiches 2. Orange Juice PRLS ee and Pineapp e = a 
Firecracker Cup Cake 25. Cottage Cheese Salad 3. Puffed Rice or . 16. Mayonnaise ress ng 

19. Raspberry Sherbet 26. Tomato and Cottage bye Bit 17. Chocolate Ch B Tee Cream 

20. Fresh Strawberries Cheese Salad 4. Soft 18. Chocolate Sun 

21. Grapefruit Juice 27. Stuffed Baked Patatoes A He tg Chicken 19. Orange, ere at 

— 21. Cream of Spinach Soup 

22. Chicken and Rice Soup 

23. Toasted Crackers 7. Consomme a la y 

24. Frozen Fruit Salad— 31. Warm Green Apple Crisp 8. Saltines are 22. Mulligatawny Soup 
Brown Bread Cream 32. Applesauce 9. *Pot 23. Crisp Crackers 
Cheese Sandwich 33. Soft Custard 10. Roast Sirlo aesSatl 24. Cream Spaghett = so 

25. Peach Half with Cottage 34. Unsweetened Applesauce 11. Oven Brown Pota Cian Cassero weagete’ 
Cheese on Tender 35. Pineapple Juice 12. New Potatoes eae Flaked Chie en ss 

Lettuce 36. ———_—_ 13. Cauliflower Po _— s 25. Spaghetti and Cheese w 

26. Cold Roast Veal— 14. Quartered suarhnanodl Flaked Chicken : 
Sliced Carrots 15. Head a cd 26. Hot Sliced Chic 

27. Stuffed Baked Potatoes July 7 16. Blue Sinan are rene 27. Baked Spaghetti in Bro : 

29. Celer Curls 1. Sliced Orange 4%; Whipped Cream 

30. 2. Prune Juice with Seeuge Roll 30. Vinegar—-Oil Dressing 

31. Baked Coconut Custard 18. Whipped Cream Sponge 31. Fresh Red Plum Cobbler 

32. Pear in Lime Gelatin 4. Soft Roll 32. Canned Fruit Gelatin 

33. Baked Custard 5. Grilled Ham 19. Raspberry Gelatin Cu $3° Baked Custard 

34. Melon Ball Cup 6. Bacon Muffins 20. Fresh Raspberries Gente tame 

35. Tomato Juice 21. Fruitade 35. Mixed Fruit Juice 

36 36. French Bread 

8. Toasted Crusts 22. Cream of Corn Soup 

9. *Braised Liver 23. Toasted Crackers — July 12 
10. Broiled Liver 24. Cold Corned Beef— uly 
July 5 11. Open Baked Potato with Balad 

1. Orange Juice Sauce, 25. Creamed Chicken—Tomato 9° Riended Citrus Juice. 
2. Orange Juice Aspic on Tender 3. Rolled Wheat or Crisp 
3. Bran Flakes or Farina 12. Baked Potatoes Lettuce Rice Cereal 
4. Poached Egg 13. Corn on Cob 26. Cold Corned Beef— 4. Scrambled Egg 
5. Crisp Bacon 14. Chopped Savoy Spinach Mustard Greens 5. Crisp Bacon 

6. Raisin Toast 15. Tossed Salad 2.7. Baked Sweet Potatoes 6. Toast 

Crusts 18. Raspberry Rennet- “Custard 30. 8 Teasted Crests 
9. *Grilled Hamburgers 19. Raspberry Rennet-Custar 31. Pineapple Tapioca. Cream Veal over 

10. Grilled Chopped Beef 20. Watermelon Cubes with Meringue 10. Broiled Veal Pattie 
Patties 21. Apricot Nectar 32. Canned Pears 11. 

F shed Potatoes 33. Floating Islan . Boile 

12, Riced Potatoes 22. *Tomato and Rice Bouillon 34. Fresh Pineapple 13. Brefied Tomate 

13, Sliced Carrots 23. Saltines 35. Grapefruit Juice 14. Green Beans - 

14. Chopped Spinach 24. *Veal a la King over 36.. Crusty Hard Rolls 15. Head Lettuce Salad 

15. Raw Vegetable Salad _ Cornbread 16. Celery Seed Sweet 

16. Russian Dressing 25. Creamed Minced Veal Dressing 

17. Butter Brickle Ice Cream 26. Broiled Veal Pattie July 10 17. Fresh Cherry Pie s 

18. Peach Half with Balls uly 18. Pudding, a 

rry Sherbet . Green Peas 1. Fresh Apricots a 

19. oc in Sherbet 29. Hearts of Lettuce Salad 2. Apricot and Lime Juice 19.. Snow Pautites. Cherry 

20. Fresh Fruit Cup - 30. Chiffonade Dressing 8. Farina or Shredded Wheat uice a 

21. Limeade 31. Peach and Rice Cream 4. Serambled Egg 20. Fresh Sweet Cherr 

- 32. latin 5. Crisp Bacon 21. Limeade | 
‘ of Spinach Sou 33. ppe me Gela 6. Cinnamon Raisin rea seh ale 

+ Melba Tost P 34. Sliced Fresh Peaches Toast 22. Pineapple Juice with 

24. Broiled Ham—Banana Grapefruit Juice Raspberry Sher 
Scallops 7. Beef Bo on 

25. Creamed Sweetbreads 8. Crisp Crackers sy 24. Broiled Lamb oamegre 

26. Broiled Sweetbreads 9. *Pork Chop Casserole with Potatoes ae ee 

27. Baked Sweet Potatoes July 8 ce 25. Broiled Lamb sets 

ge. Brench Style Green Beans 1 Grapefruit Half 10. Broiled Lamb Pattie 26. Broiled Lamb C 

29. Grapefruit Salad 2. Grapefruit Juice 11. ——— 27. Cubed Eases 

30. Pimiento French Dressing 3. Hominy or Wheat and 12. Riced Potatoes 28. Sliced — i 

31. Chocolate Barley Kernels : or Spinach a. Celery and Ra 

32. Chocolate Angel Foo Omit on : ce 

83. Chocolate Pudding 2 15. Stuffed Prune Salad, 31. Lemon 

Fruit Juice . Cream 
36. Bread La” 17. Coconut Cream Pie 34. Unsweetened Fruit Cup 
7. Beef Bouillon -18. Cream Pudding 35. Consomme 
8. Crisp Crackers 19. Lemon Rennet-Custard 36. Bread 
July 6 9. Fried Chicken—Cream 20. Honeydew Melon 
Gravy 21. Apple Juice July 13 
10. Roast Chicken y 
Grapefruit Juice 11. Mashed Potatoes 22. Cream of Celery Soup 1. 
. reci rred items, 12. Mashed Potatoes . ‘ Flakes or Farina 
tional Live 16: French Dressi 27. Pars ' Vegetable Soup 
ana Meat Board. 17. Pistachio Nut Ice Cream 28. Wax Beans 7. Es Essence 
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“from contented cows” 
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Carnation Milk is 
accepted by the 


Foods and Nutrition 
of the American 
Medical Association. 


Reasons why 
this is the milk for 
your house formula — 


Every can of evaporated milk that bears the 
Carnation label is processed in Carnation’s 
own plants, under Carnation’s own supervision. 
Carnation never has sold—and never will sell— 
milk processed by any other company. 


CARNATION COMPANY 


Carnation is processed with “prescription 
accuracy.” Rigid control and constant testing 
insure the same milk solid content, the same 
curd tension, the same viscosity, and the same 
quality in every can, day in and year out. 


Check these Carnation Contributions 
to Better Infant Feeding: 


TO IMPROVE THE RAW MILK suPPLY, Carnation 
distributes champion cattle from its famous 
farm to its dairy farmer suppliers a ar 
the country. 

TO ASSURE TOP QUALITY MILK ONLY, Carnation 
Field Men examine herds and equipment... 
reject milk that fails to meet Carnation’s high 
standards. 


TO CONTINUE ITS QUALITY CONTROL, Carnation 


code-dates every can. 


NoTE: You'll find that Carnation works equally 
well with terminal heat or standard technique 
...with pressure or non-pressure equipment. 


Mail This Coupon Today J 


Los Angeles 36, California 
Please send me—free of any cost or obligation—a supply of crib 
cards, formula cards, arid baby care leaflets, for use in our hospital. 


ZONE STATE 
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. Saltines 
. Poached Salmon 


T aw 


Wedge 
Broiled Salmon 


-. Creamed New Potatoes 

. Parslied Potatoes 

. Mexican Corn or on Cob 
. New Beets and Greens 

. Pear au Natural Salad 

. Cream Mayonnaise 

. Blueberry Cake Squares, 


Blueberry Sauce 


. Bread Caramel 


Sa 
. Lime Gelatin 
. Cultivated Blueberries 
. Apricot Nectar 


. Potato and Chive Soup 
. Crisp Crackers 
. Tuna Salad Sandwich— 


Sliced Tomatoes on 


ress 
. Creamed Tuna—Wax 


Beans 


. Cold Tuna on Lettuce— 


Sliced Tomatoes 


. Stuffed Baked Potatoes 
Cucumber Sticks 


. Sliced Fresh Peaches— 


Raisin Cookies 


. Canned Sliced Peaches 
. Spanish Cream 

. Sliced Fresh Peaches 

. Grapefruit Juice 


July 14 


. Santa Rosa Plums 
. Grapefruit Juice 
. Granular Wheat Cereal or 


Puffed Rice 


. Poached Egg (Omit on 


General) 


. Link Sausages 
. Fried Hominy—Link 


. Consomme 
. Whole Wheat Wafers 


Top 


Roost 

. Watercress Potatoes 
. Steamed Potatoes 

. Whole Carrots 

. Chopped Spinach 

. Teed Celery Curls and 


Radishes 


Watermelon 

. Vanilla Blanc Mange 
. Vanilla Blanc Mange 
. Watermelon Cubes 

. Cranberry Juice 


. Cream of Corn Soup 
Saltines 
. Scrambled Eggs in 


Bologna Cups 


. Broiled Chicken Livers 
. Broiled Chicken Livers 
. Baked Rice with Tomato 


Puree 


. Green Peas 

. Mixed Crisp Green Saiad 
. Paprika French Dressing 
- Applesauce Cake with 


Lemon Butter Icing 


. Sliced Bananas in Apricot 


Nectar 


. Coffee Gelatin 

. Unsweetened Applesauce 
. Orange Juice 

. Toasted Finger Rolls 


July 15 


. Orange Halves 
. Orange Juice 


Corn Flakes or Rolled 
Wheat 


. Soft Cooked Egg 
. Crisp Bacon 
. Popovers 


Mushroom Bouillon 


- Melba Toast 
. Baked Ham—Orange 


Sauce 


*For recipe of starred items, 
write Editorial Department, Hos- 
PITALS, 18 E. Division Street, Chi- 


Quantity Meat Recipes,” 


published by The National Live 
Stock and Meat Board. 


. Broiled Steak 

. Glazed Sweet Potatoes 
. Potato Balls 

. Canlifiower 

. Sliced Beets 

. Pineapple, Coconut, 


Marshmallow and 
Cabbage Salad 


. Cream Mayonnaise 
. Mint Ice Cream, Chocolate 


Sauce 


. Lime Sherbet 
. Lime Sherbet 
. Fresh Plum, Banana, 


Grapefruit Cup 


. Mixed Fruit Juice 


. Potage Longchamps 
. Toast Sticks 
. Open Toasted Cheese 


Sandwich—Crisp Bacon 


. Fluffy Omelet 

. Fluffy Omelet 

. Baked Potatoes 
. Asparagus Tips 
. Tomato Salad 

. French Dressing 
. Blackberries 

. Royal Anne Cherries 
. Baked Custard 

. Blackberries 

. Grapefruit Juice 


. Cantaloupe 

. Apricot Nectar | 

. Oatmeal or Puffed Wheat 
. Serambled Egg 

. Grilled Canadian Bacon 

. Raisin Bread Toast 


. Grapefruit Juice 


. Roast Shoulder of Lamb 
. Roast Lamb 

. Mashed Potatoes 

. Mashed Potatoes 

. Green Peas 

. Summer Squash Rings 

. Stuffed Date and Apricot 


. French Dressing 
. Banana Cream Pie 
. Banana Cream Pudding 
. Coffee Gelatin 
. Fresh Apricots 

. Chicken Noodle Soup 


. Cream of Spinach Soup 

. Croutons 

. Spaghetti with Meat Sauce 
. Broiled Beef Pattie— 


Spinach 


. Broiled Beef Pattie—* 
. Spaghetti with Tomato 


Puree 


. Raw Vegetable Salad Bowl 
. Thousand Island Dressing 
. Angel Food with Fresh 


Pineapple, Whipped 
Cream 


. Canned Pears 

. Cream Pudding 

. Fresh Pineapple 

. Blended Citrus Juice 
. Crusty Hard Rolls 


July 17 


. Orange Juice 
. Orange Juice 


Crisp Rice Cereal or 
Granular Wheat Cereal 


. Soft Cooked Egg 
. Crisp Bacon 


Orange Raisin Rolls 


. Beef Broth 

. Saltines 

. *Breaded Veal Cutlet 

. Roast Loin of Veal 

. Delmonico Potatoes 

. Latticed Potatoes 

. Corn on Cob 

. Julienne Green Beans 

. Tomato Aspic Salad Ring 


on Cress 


. Sour Cream Onion 


Dressing 


. Honeydew Melon with 


Lime Wedge 


. Rebecca Pudding with 
Jelly 

. Rebecca Pudding with 
Jelly 

. Honeydew Melon 

. Pineapple Juice 


French Onion Soup 


. Rye Cheese Croutons 


*Salisbury Steak—Oven 
Fried Potatoes 


. Minced Lamb 

. Cold Sliced Lamb 

. Parslied Potatoes 

. Sliced Carrots 

. Raw Spinach, Lettuce and 


Radish Salad 


. Vinegar—Oil Dressing 

. Red Raspberries 

. Green Applesauce 

. Raspberry Rennet- Custard 
. Red Raspberries 

. Blended Citrus Juice 

Potato Rusks 


July 18 
1. Red Plum and Seediess 


Grapes 


. Tomato Juice 

. Farina or Wheat Flakes 
. Scrambled Ege 

. Grilled Link 
. Toast 


. Consomme 
. Crisp Crackers 
. Braised Pot Roast, 


Vegetable Gravy 


. Roast Beef 

. O’Brien Potatoes 

. Paprika Potatoes 

. Sliced Beets. 

. Chopped Savoy Spinach 
. Molded Lime Cottage 


Cheese Salad 


. Mayonnaise Dressing 
. Fresh Peach Shortcake 
. Pear in Strawberry. 


Gelatin 


. Strawberry Gelatin 
. Fresh Peach 
. Apple Juice 


. Split Pea and Celery Soup 
. Saltines 
. Canadian Bacon, Broiled 


Tomato on Toast, 
Cheese Sauce 


. Creamed Eggs in Toast 


Cups 


. Broiled Veal Pattie 

. Baked Potatoes 

. Green Peas 

-. Head Lettuce Salad 
. French Dressing 

. Shadow Layer Cake 
. Canned Peaches 

. Baked Custard 

. Cantaloupe Slices 

. Pineapple J uice 


Bread 


July 19 


. Orange Halves 
. Grapefruit Juice 


Puffed Wheat or Oatmeal 


Poached Ege 
. Crisp Bacon 
. Honey Pecan Buns 


| 


. Tomato Bouillon 

. Melba Toast 

. Pan Fried Liver 

. Broiled Liver 

. Baked Potatoes 

. Baked Potatoes 

. Ford Hook Lima Beans 
. Summer Squash Rings 
. Orange and Walnut Salad 
. Parisian Dressing 

. Peppermint Stick Ice 


Cream 


. Lemon Milk Sherbet 
. Lemon Milk Sherbet 
. Sliced Oranges 

. Limeade 


. Seotch Barley Broth. 
3. Crisp Crackers 
. Chicken Ham Biscuit Roll, 


Chicken Gravy 


. Creamed Chicken 
. Hot Sliced Chicken 
. Steamed Rice 


. Asparagus Tips 
. Beet, Pea and Cauliflower 


Salad 


. Paprika French Dressing 
. Fresh Pineapple— 


Chocolate Frosted 
Cake Squares 


. Stewed Peeled Apricots 
. Raspberry Gelatin 

. Fresh Apricots 

. Mixed Fruit Juice 


Bread 


July 20 


. Grange Juice 


2. Orange Juice 


36. 


Granular Wheat Cerea: 


Corn Flakes 
Serambled Egg 
Grilled Ham 
Scotch Scones 


. Essence of Celery Broth 
. Saltines 
. Fried Seallops, Tartar 


Sauce 


. Broiled Cod Fillets 

. Scalloped Potatoes 

. Parslied Potatoes ; 

. Green Beans 

. Broiled Tomatoes 

. Black Cherry and Banana 


Salad 


. Cream Mayonnaise 
. Oatmeal Date Sandwich 


Cake, Whipped Cream 


. Rice Custard Pudding 

. Vanilla Rennet-Custard 
. Fresh Bing Cherries 

. Cherry Nectar 


. Grape Juice with Lemon 


Sherbet 


Salmon Patties, Mushroom 


Sauce—Stuffed Baked | 
Potatoes 


. Salmon Patties 

. Cold Salmon on Lettuce 
. Stuffed Baked Potatoes 
. Spinach, Lemon Wedge 
. Celery Hearts 


. Glorified Rice 

. Royal Anne Cherries 
. Lemon Gelatin Cubes 
. Fresh Pineapple 

. Consomme 


Cloverleaf Rolls _ 


July 21 


. Tomato Juice 
. Blended Citrus Juice : 
. Crisp Rice Cereal or Rolled 


Wheat 


- Soft Cooked Egg 
. Crisp Bacon 


Toast 


. Beef Bouillon 


. Crisp Crackers 
- Country Style Steak, 


Cream Gravy 


. Broiled Lamb Pattie 
- Mashed Potatoes 

. Riced Potatoes 

. Corn on Cob 

. Asparagus Tips 

. Head Lettuce Salad 
. French Dressing 

. Fresh Raspberries . 
. Orange Sherbet 

. Orange Sherbet 

. Fresh Raspberries 
. Pineapple Juice 


. Cream of Spinach Soup 
. Croutons 
. Fruit Salad Plate—Pear 


and Peach Halves, 
Kadota Figs, Prune, 
Honeydew Slice Salad 


. Scrambled Egg—Crisp 


Bacon—Peas 


. Broiled Steak—Peas 
. Potato Balls 


Cottage Cheese on Lettuce 


. Chocolate Cream Pie 

. Fresh Applesauce 

. Chocolate Pudding 

. Unsweetened Applesauce 

. Orange Juice 

. Whole Wheat Date Muffins 


July 22 


. Cantaloupe Slices 


2. Grapefruit Juice 


. Farina or Wheat and 


Barley Kernels 
Scrambled Ege 
Grilled Link Sausages | 


. Toast 


. Consomme 
. Saltines 
. Roast Turkey with Dry 


Dressing 


. Roast Turkey 

. Parslied New Potatoes 
. Parslied New Potatoes 
. Broccoli 

. Sliced Carrots 
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ut Food Bills with Frigidaire Reach-Ins— 


SAFE COLD KEEPS 


FOODS FRESHER FAR LONGER! 


You'll really save on your food bills and 
still serve the most appetizing, healthful 
meals—with Frigidaire Reach-In Refrig- 
erators. Because remarkable ‘Flowing 
Cold” Cooling System continuously circu- 
lates uniformly cold air throughout the 
cabinet: It blankets all food with good, 
safe cold! Never any ‘“‘warm spots’! Foods 
stay fresh, more flavorful —stimulate 
patients’ appetites. Shrinkage and spoilage 
are reduced to theminimum. Reach-Insalso 
keep whole blood at safe, uniform temper- 
atures—ideal for storing baby formulae. 


Roomy Frigidaire Reach-Ins are pro- 
tected by extra-thick insulation, finished 
inside in sanitary porcelain, with acid- 
resisting porcelain bottom. They’re pow- 
ered by Frigidaire’s Meter-Miser, the re- 
frigerating mechanism famous for trouble- 
free operation. Frigidaire Reach-Ins avail- 
able with the forced air ‘Flowing Cold” 


cooling, or ice maker cooling units. Sizes. 


from 17 cu. ft. to62 cu. ft. super-size model. 


Large Capacity 
Biological Inserts 
Available 


The adjustable, removable shelves in 
Frigidaire Reach-Ins are easily replaced 
with Biological Inserts which answer the 
most exacting demands for the safe-keep- 
ing of biologicals. All drawers have con- 
venient name panels. The inserts are 
quickly installed in one or all compart- 
ments of each Frigidaire Reach-In. 


For all your refrigeration or air condi- 
tioning needs, call your nearby Frigidaire 
Dealer or District Headquarters Office. 
Look for the name in the Yellow Pages 
of your phone book, under ‘“‘Refrigera- 
tion Equipment.” Or write Frigidaire 

Division of General Motors, Dayton 1, 


Ohio. In Canada, Leaside 12, Ontario. 


; Frigidaire reserves the right to change specifications, or discontinue models, without notice. 


FRIGIDAIRE 


America’s No. 1 Line of Refrigeration 
and Air Conditioning Products 


Water Coolers * Low-Temperature Cabinets * Compressors + Dry Beverage Coolers 
Ice Makers «© Self-Contained and Central System Air Conditioners * Milk Coolers 
Reach-In Refrigerators Electric Dehumidifiers »* Household Appliances 
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Low-Temperature Cabinets For Frozen Food - 
Frigidaire Ice Cream Cabinets keep ice 
cream at just right temperature for fast 
serving— provide safe storage for frozén 
food. Shelves, dividers, and baskets pro- 
vide convenient individual storage sec- 
tions. These Frigidaire Cabinets are also 
powered by the efficient, economical Frig- 
idaire Meter-Miser. Capacities of these 


low-temperature cabinets range from 4.8 


cu. ft. to 18 cu. ft. 


Frigidaire Window Air Conditioners add 
to patients’ comfort and morale by cool- 
ing and dehumidifying the air in their 
rooms. These compact window condi- 
tioners also filter dust, dirt and pollen 
from the air—help keep rooms health- 
fully clean. Powered by the Frigidaire 
Meter-Miser, the thrifty units operate on 
a trickle of current. 


Simplest Cold-Making Mechanism Ever Built 
On this page are a few of the many Frigid- 
aire products powered by the world-famous 
Meter-Miser Compressor. Sealed in steel 
and oiled for life, it has set records for 
low-cost, trouble-free service in millions 
of Frigidaire products—is backed by a 5- 
Year Warranty. Frigidaire Meter-Misers 
are also available separately in 4, % and 
% hp sizes for easy installation in exist- 
ing refrigeration units. (Also Frigidaire 
reciprocating compressors up to 25 hp.) 
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15. Orange and Avocado Salad 
Dressing 


16. Paprika French 
17. Burnt Almond Ice Cream 
18. Lime Sherbet 


19. Lime Sherbet 


20. Orange and Red Plum Cup 
21. Mixed Fruit Juice 


22. Corn Chowder 


Potato Salad 
25. Veal 


Green Bea 
26. Broiled Veal ‘Pattie— 
Green Beans 
27. Baked Potatoes 


29. Sliced Tomatoes 


31. Sliced Peaches—Coconut 
Cake Squares 

32. Canned Peaches 

33. Baked Custard 

34. Fresh Peach 

35. Grapefruit Juice 

36. Swedish Rye Bread 


July 23 
1. Sliced Banana 
2. Prune Juice with Lemon 
- Puffed Rice or Granular 

Wheat Cereal 

4. Soft Cooked Egg 

5. Crisp Bacon 

6. Cinnamon Breakfast 
Muffins 


qi Tomato Juice 


- Roast Beef au Jus 

10.. Roast Beef 

11. Oven-Browned Potatoes 

12. Riced Potatoes 

13. Pimiento Diced Celery 

14. Patty-Pan Squash 

15. Raw Carrot, Cabbage and 
Spinach Ribbon Mold 

Salad 

16. Mayonnaise Dressing 

17. Green Apple Pie 

18. Sliced Banana with 
Almond Custard 

19. Lemon Rennet-Custard 

20. Fresh Fruit Cup 

21. Beef Bouillon 


22. Vegetable: Pp 
23. Crisp Crackers 
24. Baked — and Noodle 


Casse 

25. Cold Sliced Turkey 

26. Cold Sliced Turkey 

27. Noodles Baked in Broth 

ming, Grape 

ntaloupe Ring, Gra 

fruit and Raspberry 
Salad 

30. French D 


ressing 
31. Chocolate Angel Food with 


White Mountain Icing 


32. Chocolate Angel Food with 


White Mountain Icin 
33. Cherry Gelatin ° 
34. Unsweetened Pear 


35. Blended Citrus Fruit Juice 


36. Crusty Hard Rolts*~ 


July 24 
1. Fresh Blueberries 
2. Juice 
Oatmeal or Crisp Rice 
Cereal 


3. 
4. Poached Egg 
5. Crisp Bacon 

- Toast 


7. Beef Bouillon 
ed C 


Toast rusts 

9. Baked Ham Slice 

10. Roast Loin of Veal 

11. Candied Sweet Potatoes 

12. Paprika Potatoes 

13. CaulifioWer 

14. Sliced Beets 

15. Stuffed Prune Salad, 
Cherry Garnish 

16. Maraschino French 
Dressing 

17, Pineapple Tapioca Cream 

with Meringue 

18. Tapioca Cream 

19. Raspberry Gelatin 

20. Fresh Pineapple 

21. Apricot Nectar 


22. Potage Longchamps 
23. Melba Toast 
- Cheese Souffle—Savory 
Stuffed Potatoes 
25. Broiled Lamb Chop 


26. Broiled Lamb Chop 

27. Stuffed Baked Potatoes 

28. Julienne Green Beans 

29. Tomato and Raw Broccoli 
Salad 

30. Cream a 

31. Fresh Fruit 

32. Canned Fruit Gelatin 

33. Caramel Custard 

34. Fresh Fruit Cup 

35. Orange Juice 

36. Corn Sticks 


July 25 
1. Orange Juice 
2. Orange Juice 
3. Shredded Wheat or 

Hominy 

4. Soft Cooked Eggs 
5. Grilled Canadian Bacon 
6. Coffee Cake 


7. Jellied Broth, Lemon Slice 
8. Saltines 


10. Broiled Chopped Steak 


12. Potato Balls 

13. Corn on Cob 

14. Spinach with Lemon 

15. Head Lettuce Salad 

16. Thousand Island Dressing 

17. Fresh Raspberry Short- 
cake, Whipped Cream 

18. Floating Island 

19. Assorted Gelatin Cubes 

20. Fresh Raspberries 

21. Mixed Fruit Juice 


22. French. Tomato Soup 

23. Crisp Crackers 

24. Country Fried Liver— 
Potatoes au Gratin 

25. Broiled Liver ; 

26. Broiled Liver _ 

27. Parslied Potatoes 

28. Diced Summer Squash 

29. Watercress and Radish 

Salad 

30. Paprika French Dressing 

31. Watermelon 

32. Royal Anne Cherries 

33. Floating Island | : 

34. Watermelon 

35. Pineapple Juice 

36. Blueberry Muffins 


July 26 
1. Fresh Plums 
2. Grapefruit Juice 
3. Farina or Bran Flakes 
4. Scrambled Egg 
5. Crisp Bacon 
6. Raisin Toast 


- Consomme a la Royal 
Toasted Crackers 
9. Roast Leg of Lamb 
10. Roast Leg of Lamb 
11. Fluffy Mashed Potatoes 
12. Fluffy Mashed Potatoes 
13. Sliced Carrots 
14. Asparagus Tips 
15. Orange and Coconut Salad 


17. Vanilla Ice Cream, Choco- 
late Sauce 

18. Vanilla Ice Cream, Choco- 
late Sauce 

19. Chocolate Rennet-Custard 

20. Bing Cherries 

21. Limeade 


22. Cream of Mushroom Soup 

23. Melba Toast 

24. Ege Cutlet—French Fried 
Potatoes 

25. Creamed Eges 

26. Broiled Cubed Steak 

27. Paprika Potatoes 

28. Spinach with Lemon 

29. Sliced Tomato Salad 

30. French Dressing 

31. Fresh Pineapple— 
Macaroons 

32. Canned Peaches 

33. Baked Custard 

34. Fresh Pineapple 

35. Orange Juice 

36. Bread 


July 27 


1. Honeydew Melon 

2. Apricot Nectar 

3. Wheat Flakes or Scotch 
Bran Brose 

4. Poached Ege 

5. Crisp Bacon 


6. Toast 


Vegetable Juice 

9. Broiled Halibut, Parsley 
Butter 

10. Broiled Halibut 

11. New Potatoes 

12. New Potatoes 

13. Lima Beans and Corn 

14. New Beets and Greens 


_15. Sliced Cucumbers with 


Sour Cream and Chives 


17. Latticed Oherty Pie 

18. Snow Pudding, 
Sauce 

19. Snow Pudding 

20. Sliced Oranges 

21. Beef Bouillon 


22. Cream of Asparagus Soup. 

23. Saltines 

24. Orange, Banana, Straw- 
herry Salad—Cottage 
Cheese—Nut Bread 
Sandwich 

25. Cottage Cheese on Lettuce 

26. Tomato and Cottage 
Cheese Salad 

27. Baked Potatoes 


29. Celery Hearts—Carrot 
Sticks 


31. Caramel Custard 

32. Canned Pears 

33. Soft Custard 

34. Fresh Blueberries 
35. Blended Citrus Fruit 


July 28 
1. Orange Juice 
2. Orange Juice 
3. Granular Wheat Cereal 
or Crisp Rice Cereal 


4, Serambled Egg 


5. Crisp Bacon 
Toast 


7. Consomme 
8. Crisp Crackers 
9. Veal Cutlet 
10. Broiled Veal Steak 
11. Creamed Whole Potatoes 
12. Noodles 
13. Stewed Tomatoes 
14.. Green Peas 
15. Mixed Green Salad 
16. Vinegar-Oil Dressing 
17. Fresh Blackberry Cobbler 
18. Soft Custard Fruit Cup 
19. Vanilla Blanc Mange 
20. Fresh Blackberries 
21. Cranberry Juice 


22. French Onion Soup 

23. Rye Cheese Croutons 

24. Broiled Chopped Steak— 
O’Brien Potatoes 

25. Broiled Beef Pattie 

26. Broiled Beef Pattie 

27. Paprika Potatoes 

28. Quartered Carrots 

29. Melon Fruit Salad 

30. Clear French Dressing 


31. Coconut Lemon Layer Cake 


32. Prune Whip 
33. Cherry Gelatin 
34. Seedless Grapes 


‘35. Grapefruit Juice 


36. Bread 


July 29 


1. Fresh Sweet Cherries 

2. Blended Citrus Juice 

3. Corn Flakes or Rolled 
eat 

4. ft Cooked Eggs 

5. Grilled Link Sausages 


6. Whole Wheat Raisin Toast 


7. Mushroom Bouillon 
8. Saltines 
9. Roast Duck, Savory 


Stuffing 
10. Roast Chicken 
11. Whipped Potatoes 
12. Whipped Potatoes 
13. Parslied Caulifiower 
14. Julienne Beets 
15. Spiced Peach, Cream 
Cheese and Ripe Olive 
Salad 
16. Cream Mayonnaise 
17. Strawberry Ice Gream 
18. Raspberry Sherbet 
19. Raspberry Sherbet 
20. Fresh Cherries 


21. Orange Juice 


22. Duchess Soup 

23. Crisp Crackers 

24. Deviled Eggs—Potato 
Chips 

25. Creamed Sweetbreads 

26. Broiled Sweetbreads 

27. Baked Sweet Potatoes 

28. Green Beans with Pimiente 

29. Tomato Section Salad 

30. Mayonnaise Dressing 

31. Fresh Fruit Cup 

32. Canned Fruit Cup 

33. Baked Custard 

34. Fresh Fruit Cup 

35. Orange Juice 

36. Oatmeal Rolls 


July 30 


1.. Cantaloupe 

Juice 

3. Farina or Shredded Wheat 
4. Poached Eggs 

5. Crisp Bacon 

6. Blueberry Muffins 


. Beef Bouillon 

8. Toasted Crusts 

9. Baked Pork Chops— 
Spiced Prune Garnish 


(10. Roast Beef 


11. Sealloped Potatoes 

12. Parslied Potatoes 

13. New Cabbage 

14. Sliced Carrots ; 

15. Orange and Avocado Salad 
16. French Dressing 

17. Baked Rice and Raisin 


Custard 
18. Baked Rice Custard 
19. Cherry Gelatin 
20. Orange Cup 
21. Apple Juice 


22. Cream of Celery Soup 


23. Saltines 
24. Veal Souffle, Mushroom 
Sauce—Cranberry Jelly 


25. 


elly 
26. Broiled Veal Pattie 
27. Potato Balls 
28. Green Peas 


29. Hearts of Lettuce Salad 


30. Chiffonade Dressing 
31. Fresh Blueberries 
32. Royal Anne Cherries 
33. Coffee Gelatin 

34. Fresh Blueberries 
35. Pineapple Juice 

36. Butterscotch Curls 


July 31 
1. Tomato Juice 
2. Tomato Juice | 
3. Wheat Flakes or Oatmeal 
4. Scrambled Ege 
5. Crisp Bacon 


Toast 


7. Consomme 
8. Crisp Crackers 
9. of Lamb—Mint 


Sa 

10. Reast Tes of Lamb 

11. Mashed Potatoes 

12. Mashed Potatoes 

13. Asparagus 

14. Acorn Squash 

15. Stuffed Pear with Straw- 
berry Cream Cheese 
Salad 

16. Cream Mayonnaise 

17. Fresh Peach Sundae 

18. Vanilla Ice Cream 

19. Lime Sherbet 


20. Fresh Peach 


21. Pineapple Juice 


22. Cream of Tomato Soup 


23. Melba Toast 

24. Potato Salad—Roast Beef 
Sandwich 
25. Minced Beef—Green Beans 
26. Cold Beef—Green 


Bea 
Stuffed. Baked Potatoes 
29. Stuffed Celery and Rose 
Radishes 


31. Watermelon 

32. Canned Peaches 
33. Baked Custard 

34. Watermelon Cubes 
35. Orange Juice 
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Hospital administration was one 


of Florence Nightingale’s skills 


0 OUR RECOGNITION of Florence 
Nightingale as the prime mover 


of the reform toward better nursing ~ 


care and its prerequisite, profes- 
sional training for nursing, must 


now be added her extraordinary 


grasp of the administrative prob- 


lems of a hospital. Mrs. Cecil Wood- 


ham-Smith has created a new Miss 
Nightingale in an absorbing biog- 
raphy* based on source materials 
not before available—her own ‘pri- 


_vate notes,’ letters in tremendous 
quantity which passed forth and 
back between Miss Nightingale and 


her relatives, friends and officials 
with whom she worked; govern- 
ment reports; memoirs of her con- 
temporaries. 

Emerging from Mrs. Woodham- 
Smith’s meticulous documentation 
and brilliantly revealing portrai- 
ture is a personage of vast ac- 
complishments, of unbelievably 
tireless energy, of tenacious per- 
sistence, of skillfulness in human 
relations. Her response to the ‘di- 
vine call,’ her practical mysticism, 
and her encompassing sympathy 
for individuals and for all human- 


ity, known to us through the official — 


biography published by Sir Edward 
Cook in 1913, are all here further 
elaborated. The impact of her per- 
sonality upon all she met is wit- 
hessed by the constructive influ- 
ence she carried into the War Office, 


the India Office, and the armies and 


hospitals of the world. — 
Generous use of quotations from 


the source materials help us to. 


understand the intensity of her na- 
ture—the inner conviction of her 
calling which drove her to prodigi- 
LORENCE NIGHTINGALE. Cecil 
New York, McGraw 
ublishing Co. 1951. 381 p. $4.50. 
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ous labor and the sacrifice of a 
personal life for herself. 

The acuity of her mind was 
never more evident than in her 
observations on the. construction 


and management of hospitals. Miss | 


Nightingale was an architect, engi- 
neer, accountant, purchasing agent, 
dietitian, laundry manager and 
statistician, and in each of these 
fields she became an authority. 
There are many incidents in her 
career which the author relates, 
testifying to her real ability as an 
administrator. For example—‘Her 
genius for financial administration 
was extraordinary. She devised a 
cost-accounting system for the 
Army Medical Services which was 
put into operation between 1860 
and 1865 and, 80 years later was 
still in use. In 1947 the Select Com- 
mittee on Estimates reported favor- 
orably on it, commented that it 
worked admirably, though in other 
departments systems installed 
within the last 20 years had been 
discarded, and inquired with whom 


‘it had originated. They were told: 


Miss Nightingale.” 

Her long life (she lived 90 years) 
had clearly defined periods which 
the author arranges chronologically 
and describes in minute detail. The 
closeness of her family and‘the re- 


- sulting interdependence were ma- 


jor factors for both her happiness 
and her extreme despair. A fair 
portion of the book is concerned 
with the members of her family 
and her many relatives. | 

The first opportunity for actual 
service was her work in the 
Crimea. The background for the 
Herculean tasks F. N. (as she pre- 
ferred to be called) undertook is 
vividly laid. The negligent unpre- 


paredness of the British Army, the 
machinations and intrigues of the 
army officers and the civil officials, 
the bickering among the 40 nurses 
all serve to point up the magnitude 
of her success. Miss Nightingale 
came back to England a champion 
of the professional nurse and fired 
with a burning passion to improve 
the lot of the British soldier, sick 
or well. 

The story of the founding of the 
school at St. Thomas’ Hospital, her 
close supervision of the selection 
and progress of each student—all 
from her bed—is dramatically told. 
Miss Nightingale appears to us not 
as a fanatic but as a practical- 
minded, indefatigable worker who 


saw the necessity of work in order 


to reform and improve. She had no 
sympathy with laziness, and she 
was stimulated not so much by the 
work she had accomplished as by 
what was left to do. We are con- 
tinually reminded of the depths 
of despair to which she sunk so 
frequently when her projects 
failed, as most of them did at the 
first try. | 

We find a very human Florence 
Nightingale. Mrs. Woodham-Smith 
has succeeded in divesting her of 
the legends with which she was 
surrounded, and she becomes a 
gracious hostess, an irritating and 
annoying female, demanding and. 
extravagant, dictatorial, a charmer 
of children and animals, painstak- 
ingly conscientious, with humor 
and great wit. She had one real 
cause (alleviation of suffering in 
any form) and one real talent and 
ability (for organization and ad- 
ministration). 

Mrs. Woodham-Smith has forged 
her wealth of information to yield 
an almost breathing Florence 
Nightingale. To make her ac- 
quaintance again, under these cir- 
cumstances, is a deeply satisfying 
experience. 
Better Nursing Service 


NURSING -SERVICE RESEARCH. Viola C. 
Bredenberg, R.N., M.S. Philadel- 
phia, J. B. Lippincott Co. 1951. 170 


p. $5. 

THIS IS A highly desirable refer- 
ence book for every hospital li- 
brary and a much-needed study to 
be used by hospital administrators 
who are looking for some aid in 
dispelling the ever-increasing con- 
fusion surrounding nursing service. 
The author’s calm balanced ap- 
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proach to the turbulent situation, 
is a source of comfort to the 
reader. 

The study points out that “in 


order to keep the hospital patient — 


clean, fed, and comfortable, nurs- 
ing service has through necessity 
been forced to turn over many non- 
professional functions to auxiliary 
personnel.”’ The result in some in- 


_ stances has been inefficient per- 


formance. Since it appears quite 
definite that the auxiliary nursing 


worker is to be a permanent part 


of the nursing service personnel, 
the author says, it is imperative 
that some means be found to re- 
store the former orderly hospital 
working conditions. 

Therefore, Miss Bredenberg sets 
out to determine, through research 
in nursing service, some means and 
methods for providing improved 
nursing service, from the stand- 
point of both quality and quantity. 
She seeks the most economical use 
of professional and auxiliary per- 
sonnel. 


By means of a pilot study, she — 


concludes that much can be done 
to increase the quality and quantity 
of nursing service under existing 
conditions, provided the nursing 
service personnel be organized to 
function at its highest potential. 
Integrated nursing teams were 
formed, and a functional analysis 
indicated that the concept of team- 


work was superior to the tradi- 


tional case method. 

There are those who might ask 
about the validity of the study. 
They may want to know whether 
the test is accurate and whether it 
has measured that which it intend- 
ed to measure. These questions can 
be answered by the statistician. 
The essentials of team organization 
as developed in this study have 
provided methods and standards 
that have general application. It 
is true that each institution has 
situations peculiarly its own; but 
there are none so individualistic 
that they cannot adapt to their own 
hospitals many of the principles 
set forth in Miss Bredenberg’s 
thesis. 

The outstanding virtue of this 
study is common sense. The 
‘straightforward exposition of the 
administrator’s role is quite re- 
freshing. ‘“‘Administrators,” the au- 
thor says, “have grave responsibili- 


124 


ties to their graduate nurses. They 
must prepare them for their new 
role and they must prevent by 
every means any discouragement 
not infrequently occasioned by the 
present nursing service situation.” 
Administrators would do well to 


heed the advice of Miss Breden- 


berg, for their failure to keep their 
graduate nurses happy may be the 
cause of much of the eens 
trouble. 

The duties of he professional 
nurse are set forth unequivocably. 
Miss Bredenberg says that the pro- 
fessional nurse has direct responsi- 


bility for the quality of nursing — 


service given to the patient by her 
team. She is expected to make 
rounds, visit all the patients, and 


know their conditions. This gives. 


security to the patients, as it as- 
sures them that their care is under 
professional direction — whether 
any of it is given by the profes- 
sional nurse or not. The profes- 
sional nurse must check the qual- 
iggy of the nursing care given by her 
assistants. If she delegates certain 
treatments to them it is her re- 
sponsibility to make certain these 
treatments are being administered 
properly. The importance of good 


patient care is emphasized through- 


out the study. 

The author goes on to say that 
the best in-service training for 
maintaining good team functioning 
is continuous, adequate supervision 
by the head nurse. Indeed, she says, 
observation showed that the nurse 
who supervises wisely and careful- 
ly “gets things done by her team 
with far less expenditure of time 
and energy.” 

Another important 
especially for those conducting 
schools of nursing, is that the or- 
ganization of existing resources 
into properly functioning nursing- 
service teams can insure a clini- 
cal situation that is sound enough 
for the education of student nurses. 

Miss Bredenberg’s study is a 
practical approach to a complicat- 


Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library— Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 


cago 10. The department is edited by — 


Helen V. Pruitt, librarian. 


ed situation. It is written to be un- 
derstood; the problems and meth- 


ods are set forth clearly; the con- 


clusions are stated in unmistak- 


able terms. Miss Bredenberg has 


made a scholarly contribution to 
the art and science of good patient 
care.—SISTER M. ADELE, O.S.F., as- 
sistant administrator, St. Francis 
Hospital, Pittsburgh. 


Housekeeping organization 


ADMINISTRATIVE HOUSEKEEPING. Alta 


M. LaBelle and Jane P. Barton. 


New York, G. P. Putnam’s Sons. 

1951. 420 p. $5.50. 

ADMINISTRATIVE housekeeping 
most accurately describes the con- 
tent of this book by two authors 
who have been closely and authori- 
tatively identified with institution- 
al housekeeping. A clear under- 
standing and appreciation of the 
functions of housekeeping by hos- 
pital administrators and assistants 
is essential to a smoothly running 
department. Because this book is 
concerned with the organizational 
and administrative aspects, it will 
be useful to the administrator him- 
self. He can also recommend it to 
a newly employed executive house- 
keeper as excellent background 
and orientation for her work. 


The material has been well co- ° 


ordinated and the illustrations add 
interest to the text. There has been 
a need for informative publica- 
tions in the housekeeping field, and 
Mrs. La Belle and Miss Barton have 
helped to meet this need through 
their joint efforts. 


The book does not duplicate the . 


contents of the new housekeeping 
manual prepared by the American 
Hospital Association’s Committee 
on Housekeeping and soon to be 
sent to the institutional member- 
ship. In line with the policy of the 
Association to produce manuals 
that recommend procedures of 
operation, the housekeeping man- 
ual will be a practical, how-to-do- 
it guide for the hospital house- 
keeper. 

The students in the hospital 
housekeeping. course at Michigan 
State College have been using “Ad- 
ministrative Housekeeping” to ad- 
vantage. The supplemental list of 
readings is a worthwhile inclusion. 
It. will ‘also prove of interest to stu- 
dents in the graduate courses In 


_ hospital administration. 
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You can save at least $12.00 

per gross on B-D YALE SYRINGES 

7 by buying the economical, bulk 
‘““HOSPITAL PACKAGE” of 3 dozen instead 


: _ of individually packaged syringes. 


Available on B-D YALE grade 
syringes only... Glass Tip, Luer-Lok®, or 
‘Metal Luer Tip... in 2 cc., 5 cc., and 

10 cc. sizes; must be ordered 
3 dozen of a single size and type... 
packages cannot be broken. 
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Harry A. BLyTHE has been ap- 
pointed assistant superintendent of 
the University of Chicago Clinics. 


He will be con- 
cerned chiefly 
with the Ar- 
gonne Cancer. 
Research Hospi- 
tal. 

Since return- 
ing from service 
in 1946, Mr. 
Blythe has 
served in vari- 
ous administra- 
tive capacities 
at the Clinics. 


MR. BLYTHE 


SYDNEY R. MILES, a former rep- 
resentative of a surgical suture 
manufacturer, has been appointed 


assistant superintendent of the 


Elizabeth (N. J.) General Hospi- 
tal and Dispensary. 

Mr. Miles is a member of the 
New Jersey Hospital Association. 


JOHN FARRELL, superintendent of 
Uniontown (Pa.) Hospital for 26 
years, has resigned. He is a life 
member of the Hospital Association 
of Pennsylvania. 

BUELL M. SAYLOR, who has been 
a purchasing agent and executive 
at the hospital for several years, 
has been named acting superin- 
tendent. 


FRED A. MCENTIRE has succeeded 
ROBERT B. JARVIS as superintendent 
of Lock Haven (Pa.) Hospital. 


MARGARET .C. LISOWSKI, former 


assistant director of nursing at the 
University of Pennsylvania Gradu- 
ate Hospital, Philadelphia, has been 
appointed director of nursing at 
the Valley Hospital, Ridgewood, 
N. J. Miss Lisowski has been in 
nurse education and administra- 
tion for 20 years. | 

Several other administrative 
changes have been announced in 
the Philadelphia area: 

Mary E. MARSH has been ap- 
pointed assistant administrator of 
St. Christopher’s Hospital.. Ray- 
MOND CORAN is now assistant ex- 
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ecutive director of Jewish Hospital. 
ROBERT CATHCART has been ap- 
pointed assistant administrator of 
Pennsylvania Hospital. ELIZABETH 
DORRELL, R.N., is now director of 
nurses at Doctors Hospital. 


ROBERT W. POWELL has succeed- 
ed RAYNER J. KLINE as administra 
tor of the Burdette Tomlin Me- 
morial Hospital at Cape May Court 
House, N. J. Mr. Powell formerly 
was assistant director of Burling- 
ton County Hospital, Mount Holly, 
N. J. 


DR. GEORGE O’HANLON, past pres- 
ident of the American Hospital As- 
sociation and the New Jersey Hos- 
pital Association, has retired as 
medical director of the Hospital 
Division of the Jersey City (N. J.) 
Medical Center. He has been suc- 
ceeded by Dr. J. JAMES SMITH. 


Dr. O’Hanlon, who has been with | 


the medical center for more than 
25 years, will continue as medical 
director of the Hudson County 
Hospital system in New Jersey. 


ARTHUR J. SULLIVAN is now as- 
sociated with a management con- 


sultant firm in Chicago. He had 


been executive director of the 
Springfield (Ohio) City Hospital 
and was also with the University 


of Michigan Hospital, Ann Arbor. 


VIcE ADM. ROBERT M. GRIF- 
FIN, USN, has been appointed ex- 
ecutive vice president of Pennsyl- 
vania Hospital in Philadelphia, suc- 
ceeding MAJ. GEN. HUGH J. CASEY, 
who resigned several months ago. 

Adm. Griffin has served in the 
Navy for 44 years. In 1946 he 
served in Japan as commander of 
United States Naval Forces in the 
Far East. In 1948 he assumed the 
presidency of the Naval Examin- 


ing Board and the Naval Retiring | 


Board. 


Dr. FRANK Lock, professor of 
obstetrics and gynecology at Bow- 


man Gray School of Medicine, 


Winston-Salem, N. C., has suc- 
ceeded Dr. C. C. CARPENTER as 


medical director of North Caroling © 


Baptist Hospital, Winston-Salem. 


. Dr. Carpenter will continue as 


dean of Bowman Gray School of 
Medicine and professor of pathol- 
ogy. 

North Carolina Baptist Hospital 
is now undertaking a $1,800,000 
expansion program. 


Masex A. RAMSPECK, R.N., 
cently was appointed director a 
the Shriners Hospital for Crippled 
Children, Chicago. She formerly 
associated with the Lewis County 


Hospital, Centralia, Wash. 


Miss Ramspeck is a graduate of 


‘St. Vincent’s Hospital in Billings, 


Mont., and received her bachelor 
of science degree in nursing edu- 
cation at the University of Minne. 
sota. She has completed part of 
her work in hospital administra- 
ton toward a master’s degree. 


CHARLES H. CLARK has been ap- 
pointed administrator of Patton 


Memorial Hospital in Henderson- 


ville, N. C. 

Mr. Clark isa 
graduate’ of the 
hospital admin- 
istration pro- 
gram at Duke 
Hospital, Dur- 
ham, N. C. He 
had previously 
been graduated 
from the Uni- 
versity of Flor- 
ida and re- 
ceived an M.A. 
degree at New. York University. 
He has done graduate work at 
Florida Southern College and at 
George Peabody College. 


MR. CLARK 


Dr. JOSEPH P. LEONE has re- 
signed as administrator of the 
Norwalk (Conn.) Hospital. 

Dr. Leone formerly was super- 
intendent of the Quincy (Mass.) 
City Hospital ‘and director of the 
Delaware Hospital, Wilmington. 


FLORENCE L. FIFIELD, R.N., has 


' been appointed director of nursing 


service at the Wesson Memorial 
Hospital, Springfield, Mass. She 
previously was at St. John’s Hos- 
pital, Redwing, Minn. 


> 


A. AuSTIN has been ap- 
pointed nursing and maternity 
home consultant for the Washing- 
ton State Department of Health. 

“Mr. Austin, a graduate in hospl- 
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DIATRINE®* provides 
prompt and effective relief 
of allergic manifestations in 
a wide range of allergic dis- 
orders: 


Diatrine* Hydrochloride 


“Warner’ 
an effective antihistaminic 


Selection of an antihistaminic drug from the array avail- 
able today is a chore from which the physician can easily 
escape. The selection is simplified by the use of these three 
criteria: effectiveness, minimum by-effects, and low toxicity. 
DIATRINE* Hydrochloride ‘Warner,’ in comparative stud- 
ies,"**> has demonstrated these three essentials—effective- 
ness, minimum by-effects, and low toxicity. 


DIATRINE* HYDROCHLORIDE tablets (sugar-coated), 


50-mg each, are available in bottles of 100 and 1000 tablets. 
*T. M. Reg. U.S. Pat. Off. 


| Erythema Multiforme 


REFERENCES: 


1. ne PF. C., Zuckerman, R., and 
Canizares, O.: Diatrin Hydrochlo- 
ride, A New Antibistaminic Agent 
for the Treatment of Pruritus and 
Dermatoses, Ann. All., 
7:676, 1949 
p I. N.: Antibistaminic 
Therapy of Children Disorders in 


Marton, S.: ‘Biebe A New Anti- 
with Minimal Side 


Reactions, Annals of Int. Med., 
53:1444, 1950 


WILLIAM R. WARNER “New Lon Angeles « St-Loute 
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Hospital, Balti- . 


Ray, 


tal administration at Northwest- 
ern University, completed his res- 


idency at St. Barnabas Hospital 


for Chronic Disease in New York. 
He has worked 15 years in the 
nursing home field and was with 
the Navy Hospital Corps during 
World War II. | 


WILLIAM B. SCHAFFRATH, former 
assistant professor of labor and in- 
dustrial relations at the University 
of Illinois, is 
now director of 
personnel rela- 
tions at the 
Johns Hopkins 


more. 

Mr. Schaffrath 
has planned and 
directed courses 
in human rela- 
tions for super- 
visors and man- 
agers at the 


MR. SCHAFFRATH 


' University of Illinois Hospital and 


has assisted in workshops for hos- 
pital administrators at Galesburg 
College and Cornell University. 


CLIFFORD G. SAWYER has been 
appointed administrator of Memo- 
rial Hospital of Bedford County, 
Bedford, Pa., succeeding WILLIAM 
A. Dawson who died in February. 
Mr. Sawyer has had several years’ 
experience in hospital administra- 
tion. 


FRANK R. SHANK has been en- 
gaged as executive director of the 
Memorial Hospital of Springfield, 
Til. 

Mr. Shank had been assistant 
superintendent of the University 
of Chicago Clinics since 1947. In 
1948 he became superintendent of 
the Chicago Lying-in Hospital. 


The following appointments have 
been announced by the Veterans 
Administration: 

Dr. EARL H. HARE, manager of 
the Cold Spring Road Veterans Ad- 


ministration Hospital, Indianapo- 


lis, has been appointed manager of 
the 500-bed Veterans Administra- 
tion Hospital under construction in 
that city. The hospital is expected 
to open in late summer. 


Dr. Cuirton H. SmiTH, manager 
of the Veterans Administration 


Peachtree Road Hospital in ‘Atlan- 


ta, Ga., has been appointed man- 
ager of the Veterans Administra- 
tion Cold Spring Road Hospital in 
Indianapolis. He succeeds Dr. Earl 


H. Hare. 


Dr. Hare was graduated from the - 


Indiana University School of Medi- 
cine and served internships at the 
Indianapolis City Hospital, the 
Methodist Hospital, Indianapolis, 


and the Children’s Hospital | in 


Philadelphia. 


tion Hospital 


Dr. Smith has served with the 
Public Health Service in Alexan- 


- dria, La., and Maywood, Ill. He has 


been with the Veterans Adminis- 


tration since 1924. 


Dr. MICHAEL L. MATTE has been 
appointed manager and WILLIs O. 


. UNDERWOOD, assistant manager of 


a new 500-bed Veterans Adminis- 
tration Hospital scheduled to open 
in Denver in July. 

Dr. Matte is now manager of the 
Fort Logan, Colo., Veterans Ad- 


_ ministration Hospital. He has been 


at Veterans Administration hospi- 
tals in Los Angeles and Bay _— 
Fla. 


manager of the Fort Logan hospi- 
tal, formerly was assistant man- 
ager of the Veterans Administra- 
in Albuquerque, 
N. M. a 

Dr. WILLIS E. MANNEY has been 
appointed manager and GEORGE F. 
GRUENINGER, assistant manager of 


the new 500-bed Veterans Admin- 


istration Hospital in Kansas City, 
Mo. Both appointments are effec- 
tive July 1. 

Dr. Manney has been chief medi- 
cal officer of the Veterans Admin- 
istration Center in Wadsworth, 
Kan., since 1946. Previously he 
had been a physician at the Gulf- 
port (Miss.) Veterans Administra- 
tion Hospital and chief of recep- 
tion and outpatient service at the 
Veterans Administration Hospital 
in Outwood, Ky. 

Mr. Grueninger is presently as- 
sistant manager of the Veterans 
Administration Hospital in New 
Orleans. Formerly, he was an ex- 
ecutive officer at the Veterans Ad- 
ministration Center in Waco, Texas, 
and at the former Veterans Ad- 
ministration branch office in Dal- 
las. 


Davin A. DISCH has been admin- 
istrator of the Eugene H. Hughes 
Memorial Hospital now under con- 
struction in Hamilton, Ohio, since 
January 1. The 100-bed hospital is 
tentatively scheduled for comple- 
tion in December. 


Mr. Disch formerly was assistant 


superintendent of the Maumee Val- 
ley Hospital, Toledo, Ohio. He 
served his administrative intern- 
ship at Grace Hospital, Detroit, and 


Dr. Underwood, no 


received his master’s degree in 
hospital administration from North- 
western University in 1948. 

Mr. Disch is a nominee of the 
American College of Hospital Aqd- 
ministrators, a personal member 
of the American Hospital Associa- 
tion, and a member of the Ohio 
Hospital Association. 


JOHN W. ETSWEILER JR. has been 
named medical administrator of the 
Standard Oil Company in New 
York City. He assumed his duties 
April 16. 

Mr. Etsweiler has been at Mal- 
den (Mass.) Hospital for nearly 
two years. He spent a year as ad- 
ministrative resident and 10 months 


as assistant director. He received | 


a master’s degree in hospital ad- 
ministration at Northwestern Uni- 
versity in June 1950. 


Masor GENERAL PAUL H. STREIT, 
commanding general of the. Army 
Medical Center, has been promoted 

to permanent 
status of major 

general. 
General Streit 
assumed com- 
mand of the cen- 
ter, which in- 
cludes Walter 

Reed Army Hos- 

pital and the 

Army Medical 

Service Gradu- 

ate School, on 

January 15, 
1949. He was 
temporarily promoted to major 
general June 3,.1949. 

Prior to his current duty, Gen- 
eral Streit was commanding gen- 
eral of Brooke Army Hospital, San 
Antonio, Texas. 


GENERAL STREIT 


OPAL J. MCPHERRON has resigned 
as administrator of Muhlenberg 
Community Hospital, Greenville, 
Ky. 


GEORGE T. BROTHERTON has been 
appointed administrator of the 
Santa Fe Hospital, Temple, Texas. 


CLYDE J. VERHEYDEN has bee? 
appointed director of public rela- 
tions of the Methodist Hospital, 
Houston, Texas.zHe will serve 4 
director of religious ‘activities when 
the new Methodist Hospital is 
opened in the Texas Medical Cen- 
ter later this year. 

Verheyden, a well known 
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CAMPAIGN FOR $9) ).0 ( () 


RAISES MORE THAN 


Million Dollars 


I OR the second time, Ketchum, Inc. is proud to add the name 
of Sewickley Valley Hospital to the long list of over-the-goal 


campaigns it has directed throughout the nation during the 


past 32 years. 


Strong community leadership, a generous citizenry, and experi- 


enced professional direction recently united to raise $1 004,235 


against an objective of $550,000 for this great hospital at 


Sewickley, Pennsylvania. 


CHAMBER OF COMMERCE BLDG., PITTSBURGH 19, PENNSYLVANIA | 
Carron G. Ketcuum NorMan MacLeop McCriean Worx 
President Exec. Vice President Vice President 


500 FIFTH AVENUE, NEW YORK 18, NEW YORK 
H. L. Girzs, Eastern Manager 


MEMBER AMERICAN ASSOCIATION OF FUND RAISING COUNSEL 


JUNE 1951, VOL. 25, PART | 


129 


in 

th- 

the 

Ad- 

ber 

‘ia- 

hio 

the 

les 

ql- 

rly 

ths 

Ted 

IT, 

ny 

ed 

nt 
jor 

eit 

n- 

n- | 

er 

he 
‘al 

u- 
5, 

or 

n- 

ad 

e, 

1 

S. 

1, 

aS 

m | 


Methodist minister, is a member of 
the American Protestant Hospital 
Association. 


MYRTLE McGarity, formerly su- 
perintendent of Columbus County 
Hospital, Whiteville, N. C., has 
been appointed assistant superin- 
tendent of Rowan Memorial Hos- 
pital, Inc., Salisbury, N. C. 


M. EVELYN MILLIS, R.N., former- 
ly of Peoria, Ill., has been appoint- 
ed administrator of Gnaden Huet- 
ten Memorial Hospital, Lehighton, 
Pa. Miss Millis is also director of 
nurses at Gnaden Huetten Me- 
morial Hospital. 


WILLIAM GLICK has been ap- 
pointed director of public relations 
and personnel at Mount Sinai Hos- 
pital, Miami Beach, Fla. 


Correction 


MARK BERKE is now administra- 
tor of Mount Sinai Hospital in 
Philadelphia. In the May issue of 
HOSPITALS he was incorrectly re- 
ported as administrator of Mount 
Sinai Hospital, Cleveland. He for- 


merly held positions as comptrol- 
ler, administrative assistant and 
assistant-director of the Cleveland 


institution. 


Deaths 


JESSIE J. TURNBULL, R.N., re- 
tired administrator of the Eliza- 
beth Steele Magee Hospital, Pitts- 
burgh, died on May 6. 

Miss Turnbull was a charter 
member of the American College 
of Hospital Ad- 
ministrators and. 
was the first 
woman ever to 
serve as presi- 
dent of that or- 
ganization. She | 
held an honor- 
ary degree of «= 
doctor of social 
science from the 
University of 
Pittsburgh. 


MISS TURNBULL 


War II she was an executive with 
the American Red Cross. 
Miss Turnbull had been admin- 


During World 


istrator of the Elizabeth Steele 


Magee Hospital for nearly 30 years, 
‘Prior to that she was director of 
nurses at the Western Pennsyl- 
vania Hospital, Pittsburgh. 


LysSTRA E. GRETTER, dean of 
Michigan nurses and author of the 
Florence Nightingale pledge now 
taken by nurses, died Feb. 27 in 
Detroit. She was 93. 

Mrs. Gretter graduated 
from Buffalo General Hospital 
School of Nursing in 1888. She was 
a former principal of Farrand 
Training School for Nurses, which 
is connected with the Harper Hos- 
pital, Detroit, and has written sev- 
eral textbooks on nursing. 


Dr. WILLIAM W. BECKMAN, as- 
sistant dean of New York Univer- 
sity College of Medicine, a unit of 
the New York University-Belle. 
vue Medical Center, died April 12. 

Dr. Beckman was_e associated 

Massachusetts General Hos- 
pital, Boston, and with the Rocke- 


feller Institute for Medical Re- ~ 


search and the Rockefeller Institute 
Hospital. He was a research fellow 
of the American College of Physi- 
cians. 


EVEREST & JENNINGS 


pioneers in wheel 
chairs for every 
handicap 


HOLLYWOOD 
Toilet 
COMMODE 
Model #5 


Metal Commode Chairs were pioneered by 
Everest & Jennings, recognized leaders in 
the Wheel Chair field. All models can be 


Combines 
SERVICE 
with 


MOBILITY 


Distributing and 
Cart; filled direct from 

machine or crusher; stores 
or moves ice without re- 
handling, to diet kitchen, 
stationary storage cabi- 
nets or wherever 


ALL STAINLESS 
STEEL, HEAVILY 
INSULATED 


CRACKED ICE CART 


i with bed and slides. Foot- 
foe all models. 5” 
are interchangeable. The 
mmode with four extra legs 
is convertible into three models—the Com- 
bination Commode, the Toilet Commode 


casters and le 
Combination 


Write for information and complete catalog. 


DISTRIBUTED BY 


EVEREST & JENNINGS comsination 


761 N. Highland Ave., Leos Angeles 38, Calif. 
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COMPLETE LINE 
CRACKED ICE 


and HY 


NEEDLE CLEANER | 


MODEL XV-—All stainless steel—inside and 
out. Three inch thick insulation conserves 
ice. Silent heavy rubber tired 12” x3” wheels, 
with matching swivel wheel on rear. Easily 
propelled. Length 30’; width 21”; height 39”. 
Ice cream type lid. Hand operated bottom 
drain. Easily cleaned, inside and out, in 2 
minutes. Capacity: 150 Ibs. flaked ice. 
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NEWS 


Congress Debates Appropriations 


On Capitol Hill, principal “live” 
legislation affecting the nation’s 
hospitals ‘is that dealing with ap- 
propriations. Five months after 
opening of the 82nd Congress, no 


substantive laws on medical care © 


or hospitalization—of national sig- 


nificance — have been enacted. 
Rather, attention is focused on va- — 


rious appropriations bills now go- 


ing through the Congressional mill 


and the sums they will provide for 
Hill-Burton hospital expansion, 
research assistance grants, hospi- 
talization of veterans (including 
contract care in nonfederal insti- 
tutions), procurement and stock- 
piling of surgical supplies and 
equipment for civil defense, and 
certain other activities. 

Closest to final enactment are the 
1952 appropriations for the Federal 
Security Agency and supplemental 
bills designed to finance the mili- 
lary services and Federal Civil 
Defense Administration for the re- 
mainder of the current fiscal year, 
ending June 30, 1951. Final action 

may not be taken before July on 
other budgets covering the military 


for 1952, as well as Veterans Ad- 
ministration, Atomic Energy Com-_ 


Mission and National Science 
Foundation. 

Tt is these very budgets, running 
into tens of billions of dollars, that 
are militating against favorable ac- 
tion by Congress on proposed new 
programs. These include, for ex- 
ample, financial support of medical 
and nursing schools, strengthening 
and expansion of local public 
health units, conducting of a na- 
tionwide sickness survey and sun- 
dry plans for improvement of the 
nation’s health. All would involve 
sable expenditures, and Congress, 
accordingly, is reluctant to author- 
Ze new obligations when it is ap- 
Parent that éven with increased 
taxation the burden of financing 

existing programs will be an 
mely heavy one. 

Still in committee or joint com- 
mittee stages, preparatory to final 
fnactment, are appropriations bills 
that provide approximately 20 mil- 

ion dollars for medical activities 

Uneluding research contracts and 
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fellowships) of the Atomic Energy 
Commission; more than 400 mil- 
lion dollars for medical and hospi- 
tal services of the military estab- 
lishment, and nearly one-half bil- 
lion for similar veterans’ activities. 


Testifies for More Funds 


Nevertheless, the Senate Appro- 
priations Committee on May 10 lis- 
tened sympathetically to George 
Bugbee, executive director of the 


American Hospital Association, 


when he appeared to testify in sup- 
port of a $150,000,000 allocation for 
Hill-Burton hospital expansion in 
the new fiscal year beginning July 
1, 1951. Mr. Bugbee stressed that 
hospital construction costs have in- 
creased 100 per cent since the Hill- 
Burton plan was launched in 1946, 
hence to appropriate only $75,000,- 
000 for 1951-52 would mean a 
drastic cutback. 

Senators Hill (D., Ala. ) and 
Thye (R., Minn.) conducted the 
hearing, at which Mr. Bugbee de- 
veloped the point that funds for 
construction aid should not be 
withheld or curtailed on the as- 
sumption that neither building ma- 
terials nor staffing personnel are 
available anyway. To the contrary, 
he declared, the Association is sat- 
isfied that steel and other essentials 
can be provided and that the re- 
quired staffs can be mustered. 

Other witnesses at the public 
hearings urged increased federal 
appropriations for grants in aid to 
hospitals and teaching institutions 
conducting research cancer, 
heart disease, mental illness, blind- 
ness and neurological diseases. 
Among them were Dr. Paul D. 
White, Massachusetts General Hos- 
pital; Dr. Irving Wright, professor 
of clinical medicine at Cornell 
Medical College, and Dr. Joseph 
Bunim, New York University- 
Bellevue Medical Center. 


Hospital Construction 


The Veterans Administration’s 
proposed - budget for 1951-52 is 
predicated on operation of 123,000 
beds but only an estimated 12-per 
cent of occupancy will be by ser- 


vice-connected cases. The largest 


hospital construction contract 


award in May was a $17,737,000 
contract for a 1,000-bed hospital in 
Brockton, Mass. In addition, con- 
tracts totaling $671,531 for instal- 
lation of equipment were awarded. 


Bills for construction of more 
veteran’s hospitals continue to be 
introduced in Congress. The latest 
one is sponsored by Rep. J. Percy 


Priest (D., Tenn.) and calls for a~ 


500-bed general hospital in Nash- 
ville to replace an existing tempo- 
rary structure. 


As of March 31, hospital expan- 


sion under the Hill-Burton pro- 


gram comprised 1,524 projects, of 
which 429 were completed and in 
operation; 875 under construction, 
and 220 had received initial ap- 
proval. Total estimated cost was 
$1,105,510,126, of which the federal 
share was $402,114,896. If all 1,524 
projects ‘are carried through to 
completion, they will add 73,118 


hospital beds and 233 health cen- 


ters. 

Coordination of the federal gov- 
ernment’s huge hospital system 
seems to be no closer despite re- 
current efforts by some members of 
Congress to achieve some degree of 
coordination, if not consolidation. 
In May the government’s Health 
Resources Advisory Committee was 
transferred from the National Se- 
curity Resources Board to the 
more powerful Office of Defense 
Mobilization, under Charles E. Wil- 
son. Dr. Howard A. Rusk of New 
York City is to continue as chair- 
man of the group. It is regarded as 
improbable, though not beyond the 
realm of speculation, that the com- 
mittee will conduct a study of the 
over-all hospital situation and 
make recommendations for admin- 
istrative improvement. 


Committee Reports 


Two documents scheduled to be 
made public late in May, both of 
which will have important bearing 
on the nation’s total hospital and 
medical care picture, were a final 
report of population coverage by 
voluntary prepayment plans and 
findings of a special Senate com- 
mittee on its investigation of the 
Department of Medicine and Sur- 
gery, Veterans Administration. 
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A CITATION for leadership in the hospital field was presented to James Russell Clark, 


immediate past president of the Greater New York Hospital Association at its annual dinner 


in May. Fred Heffi 


nger, president, is shown at left presenting the citation. Also hon- 


ored was Lee B. Mailler (center), majority leader of the New York State assembly. 


Dr. Dean A. Clark, director of 
Massachusetts. General Hospital 
and chief consultant on the pre- 
payment plan study, was in Wash- 
ington May 17 to discuss the final 
draft of his report with members 
of the Senate subcommittee on 
health legislation, sponsor of the 
study. 


A few days earlier, the Hum- 
phrey committee investigating 
Veterans Administration hospital- 
ization and medical care policies 
heard additional testimony by Ad- 
ministrator Carl R. Gray Jr. and 
Dr. Joel T. Boone, chief medical 
director. Mr. Gray categorically 
denied charges of hospital misman- 
agement that were leveled follow- 
ing his discharge of Dr. Paul B. 
Magnuson as medical director. , 


“In the best interest of the vet- 
erans themselves, I will never be 
party to lowering the quality of 
medical care in Veterans Adminis- 
tration hospitals,” he stated. “It is 
my job to see that the affairs of 
veterans are properly administered 
and when I have found medical 
men resorting to extravagance or 
to practices which were adminis- 
tratively bad and which were un- 
related to the care of patients, or 


when any medical men have at- : 


tempted to take over administra- 
tive functions delegated to the ad- 
ministrator by the Congress and 
the President, I have stepped in 


and exercised my duty to correct 


this condition.” 
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The Clark Report 


At its May 17 meeting to dis- 
cuss the Clark report, the Senate 
subcommittee on health legisla- 
tion approved its publication as a 
staff document. In other words, the 


- report is to be released without 


approval or disapproval of its con- 
tents by the subcommittee or the 
Senate, but simply as a factual 
summary. The same action was 
taken with reference to a supple- 
mental report on governmental— 
federal, state and local—activities 
in provision of health care. 

In its final, revised form, the 
Clark report presents the following 


recommendations, among others: 
1. Continued collaboration be- 


tween the Senate Labor and Public 
Welfare Committee and profes- 
sional groups, carriers of medical- 
care insurance and other agencies, 
private and public. | 

2. ‘“Medical-care insurance or- 
ganizations should be encouraged 
to publish or otherwise make 


available comprehensive periodic . 


reports on their operations. The 
material submitted to the commit- 
tee indicates their active interest in 


evaluating their own operation and | 


improving the effectiveness of vol- 
untary medical-care insurance.” | 

3. “The Department of Com- 
merce ... and the Department of 
Labor .. . in conjunction with that 
agency’s work on cost of living, 
have compiled and collected data 
on private medical care expendi- 


. 


tures and costs. The work of these 
agencies thus far has not been spe- 
cifically directed to studies of med- 
ical care expenditures. In conse- 
quence, the concepts and defini- 
tions used are not at all points wel] 
designed for medical care insur- 
ance program planning purposes, 
In view of the work already under 
way by these agencies, we believe 
that they should be made active 
participants .in this fact-collecting 
and planning program, and that, if 
necessary, consideration should be 


- given to seeking additional appro- 


priations for these agencies, for the 
collection and publication of more 
precise information on medical 
care expenditures needed for these 
purposes.”’ 

4. Conduct additional supple- 
mentary field studies. 

5. “In our opinion there re- 
mains a great need for a body rep- 
resenting the general public, such 
as the Senate, to continue the type 
of work initiated by the present 
study for the coordination and ap- 
praisal of the vast amount of in- 
formation that is continually forth- 
coming in this field, and for the 
collaborative efforts and field stud- 
ies outlined above. Such a continu- 
ing analysis would be of value not 
only to Congress, but also to the 
participating consumer and insur- 
ance organizations and to the peo- 
ple generally.” 

Sen. Lister Hill (D., Ala.), acting 
chairman of the health legislation 
subcommittee, asserted that Dr. 
Clark and his professional staff did 


_ “a thorough and comprehensive job 


and their report will be of great 
value in the study of health care 
insurance.”’ 

The Senator also observed tha 


-he intends to make every effort to 


have a substantial portion of the 
$75,000,000 in Hill-Burton hospital 
construction funds which was cut 
out by the House restored to the 
Public Health Service budget. 


Veteran Benefits 

- Congress passed and Presi- 
dent Truman signed last month 
an emergency bill granting to 
veterans of the Korean war 
benefits previously granted 
to veterans of other wats. 
Korean veterans will receive 
medical, hospital and domi- 
ciliary -benefits; burial bene- 
fits, and compensation and } 
pensions for themselves and 
dependents. 


| 
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Nursing Shortages 


In the matter of hospital staffing, 
a problem confronting military and 
civil institutions alike, nursing 
shortages are in the forefront. The 
Army Surgeon General’s office re- 
yealed recently that only 622 
nurses had been placed on active 
duty between January 1 and April 
30 of this year. This is only 22 per 


cent of the service’s procurement. 


goal (3,000) for the first six months 


of 1951. 
Meantime, the Health Resources 


Advisory Committee was issuing a — 


report warning that “‘a critical def- 
icit in nurse power is already upon 
us and this deficit is steadily in- 
creasing.” The report was made 
public by Mrs. Ruth P. Kuehn, 


dean of nursing at the University 


of Pittsburgh and a member of the 
Rusk advisory committee. 

It is estimated, she said, that by 
1954 the country will need 379,500 
graduate nurses, exclusive of 25,- 
000 for military requirements. At 
present there are about 322,000 
nurses pursuing their profession. 
Approximately 30,000 graduate 
each year but annual losses—due: 
chiefly to a high marriage rate— 
are in excess of 20,000, Mrs. 
Kuehn stated. 

Selective Service headquarters 
has indorsed a recommendation by 
the Rusk advisory committee that 
local draft boards give particular 
attention to shortage of male 


nurses, in connection with defer- 


ment requests involving male stu- 
dent nurses. | 

“The attention of the commit- 
tee,” said Dr. Rusk, “has been ur- 
gently directed to the dire shortage 
of male nurses, especially on cer- 
tain services of our larger hospitals 
and particularly in our state men- 
tal institutions. In view of this 
shortage, the committee feels that 
it would be advisable that male 
student nurses continue their train- 
ing so that upon graduation they 
can help to fill the large number of 


vacancies resulting from the criti- . 


cal shortage of this category. 

“In keeping with Selective Ser- 
vice regulations, no blanket defer- 
ment could be in order but any 
consideration the local boards can 
give to the classification of indi- 
vidual students so that they might 
continue their training would be in 


the opinion of the committee:a con- - 


ution of special importance to 
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the national health, safety and in- 
terest.” 


Hospital Defense Role 


The important role that hospitals 
throughout the country must carry 
in home defense preparations was 
described May 7 at the national 
conference in Washington spon- 
sored by the Federal Civil-Defense 
Administration. The address by Dr. 
Norvin C. Kiefer, chief of FCDA’s 
Division of Health and Special 
Weapons Defense, accentuated the 
need for appropriation of federal 
funds to stockpile such supplies as 
surgical instruments, dressings and 
litters. 

“We have strongly advocated.the 
formation of affiliated hospital 


units of surgical and medical teams 


available to be sent anywhere in 
the country,” he told the confer- 
ence. “It is now time to organize 
such units and to devise methods 
of instant mobilization, rapid trans- 
portation and efficient assignment 
to duties within disaster areas.” 


Induction of Physicians 


The director of selective service 
has announced that the Depart- 
ment of Defense has requested 717 
physicians in July, 333 in August, 
and 152 in September. 3 

Included in the order was an 
instruction for all unclassified phy- 
sicians in priority one to be classi- 
fied. Arrangements should be made 


immediately for physical exam- 
ination and determination of ac- 
ceptibility of all physicians in . 
priority one, classified as 1-A or 
1-A-O. 

The National Advisory Commit- 
tee to Selective Service has in- 
formed the various state medical 
advisory committees that under 
Public Law 779 they should de- 
termine the essentiality of medical 
and dental technicians and report 
to the local board: Attention was 
directed to the shortage and value 
of this type of personnel in local. 
communities. Similar instructions 
have been issued in regard to pros- 
thetic and x-ray equipment serv- 
icemen. 

The Army has discontinued its — 
policy of commissioning selected 
graduate medical students for in- 
ternship in civilian hospitals. Ap- 
plications already made will not 
be acted upon. | 


Successor to Dr. Meiling 


. Dr. Richard L. Meiling, who is 
resigning June 30 as chairman of 
the Armed Forces Medical Policy 
Council of the Department of De- 
fense, will be succeeded by Dr. W. 
Randolph Lovelace II of the Love- 
lace Clinic in Albuquerque, N. M. 

Dr. Lovelace, who has been a 
member of the council, served in 
the Army Air Force in World War 
II and is a specialist in aviation 
medicine. 


THE FIRST certificate of appreciation ever presented to an occupancy “group by the 
National Fire Protection Association has been bestowed upon the American Hospital Asso- 


ciation. Shown receiving the certificate fro 


Richard Vernor, board chairman of the NFPA, 
is Roy Hudenburg (right), secretary, Council\en Hospital Planning and Plant Operation. 
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ANIZATIONS 


Tri-State Views National Emergency 


When administrators, trustees, 
volunteers and hospital department 
heads from Illinois, Indiana, Michi- 
gan and Wisconsin gathered at the 
Tri-State Hospital Assembly in 
Chicago last month, they found the 
national emergency and its impli- 
cations cropping up everywhere. 

The meeting’s slogan was “The 
Patient First . . . Always,” and 
the program planners had a diffi- 
cult time keeping the patient ahead 
of the omnipresent fears and short- 
ages engendered by the Korean 
crisis and by what might come 
next. Since these emergency- 
induced fears revolve so closely 
about the patient and his welfare, 
however, the slogan was an appro- 
priate one. | 

The fearsome aspects of the na- 
tional emergency were given a 
lengthy if somewhat indecisive air- 
ing in an evening forum devoted 
to the role of the hospital -in civil 
defense. Moderated by Leo M. 
Lyons, director of St. Luke’s Hos- 
pital in Chicago and chairman of 
the Subdivision on Emergency Sta- 
tions and Hospitals for the Chicago 
Civil Defense Corps. 

The informed panel members 
described what might happen in 
the event of an atomic explosion 
in an American city, and they ex- 
plained their ideas on how to pre- 
pare for such a disaster. 

Two days later the assembly 
heard from another expert, Dr. 
John R. McGibony, chief of the 
Division of Medical and Hospital 
Resources, U. S. Public Health 
Service, who explained the federal 


government’s recommendations for 


hospitals before, during and after 
a disaster. 


Emergency worries: But it was 


more than the atomic bomb alone 
that worried visitors to the Tri- 
State Hospital Assembly. What will 
the emergency do to hospital plan- 
ning and construction? How can 
hospitals maintain enough person- 
nel to keep operating during this 
period of military expansion and 
high wages in defense and other 
industries? What can hospitals do 
to get the supplies and equipment 
they need now that the defense 
program is taking so many. critical 


_ materials? These were a few of the 
questions that the visitors were 


asking and the men and women on 
the program were trying to answer. 

Charles G. Lavin, chief of the 
Division of Civilian Health Re- 
quirements, U. S. Public Health 
Service, was the logical man to 
describe what the government is 
doing to keep hospitals supplied 
with critical materials. The claim- 
ant agency program that he helps 
administer was praised highly by 
those who heard his discussion, and 
Mr. Lavin’s talk heartened admin- 
istrators and purchasing agents 
considerably. (Some examples of 
ways in which his group has helped 
hospitals may be found on pages 
98 and 100 of this issue of Hos- 
PITALS. ) 

Leonard P. Goudy, secretary of 
the American Hospital Associa- 
tion’s Council on Administrative 
Practice, and Everett W. Jones, 
vice president of the Modern Hos- 


_ GOLD KEYS for m ritorious service were presented during the Tri-State 


pital Publishing Co., both con- 
sultants to the surgeon general on 
hospital requirements, added to the 
clarification of the supply and 
equipment question. Throughout, 
all speakers stressed one major 
point: Hospitals must do their ut- 
most to help themselves before 
turning to the federal government 
for aid. : 
Construction: Those planning to 
build or expand their hospitals 
paid special heed to the words of 
Dr. Vane M. Hoge, assistant sur- 
geon general of the Public Health 
Service. Dr. Hoge headed up the 
Division of Hospital Facilities when 
it began administering the Hill- 
Burton Hospital Survey and Con- 
struction Act. The Hill-Burton 
program will continue, Dr. Hoge 
said. It is expected that some modi- 
fications will be made, to make 
certain that peripheral areas 
around possible atomic target cities 
are provided with hospital facili- 
ties—even though these areas may 
not have received high priorities 
under the original Hill-Burton Act. 
Personnel: George Bugbee, execu- 
tive director of the American Hos- 
pital Association, was one of many 
at the assembly who spoke on per- 
sonnel. Mr. Bugbee’s remarks 
were largely confined to the over- 
all emergency-induced shortages 
and ways to alleviate them. A 
stepped-up nurse recruitment cam- 


- paign is one method, and such a 


campaign is under way. Other 
methods include recruitment and 
training of nonprofessional aides 
and an expansion of the women’s 
hospital auxiliary programs. 
One other remedy to the person- 


Hospital Assen 


bly to nominees selected by each of the four associations in the assembly. The recipr 
ents were (from left) William L. Coffey, Milwaukee County Institutions and Departments 
Wauwatosa, Wis., shown receiving a citation from Joseph G. Norby; J. B. H. Martin, Indi- 
ana University Medical Center, Indianapolis; Graham L. Davis, hospital division, W. 
Kellogg Foundation, Battle Creek, Mich.; C. A: ‘Lindquist, Sherman Hospital, Elgin, | 
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Why it pays to Standardize 
on JEWETT Hospital 


Refrigeration Equipment | 


@ Backed by over 100 years of expe- 
rience, Jewett is a specialist in design- 
ing, engineering and manufacturing 
hospital refrigeration equipment to 
meet all the modern requirements for 
large or small kitchens and medical 
store rooms. 

Make it-a rule to standardize on 
Jewett hospital refrigeration equipment 
in new building, remodeling or replac- 
ing projects. Hundreds of hospitals 
have found from experience how this 
good rule provides new economies and 
greater satisfaction over the years. 


JEWETT Blood Bank 


@ One of the most popular Jewett 
refrigerators is the special cylindrically 
designed Blood Bank that saves space 

_and puts every bottle at your finger tips. 
The seven shelves revolve for easy, 
quick removing of any bottle without 
disturbing any others,—no agitating of 
sediment. ..no delay... no excuse for 
not using oldest blood first. Control is 
set to maintain 37° F. Blower circulates 
air to insure uniform cool temperature 
from top to bottom—no dead air pock- 
ets. Write for bulletin.. 


& 


“~All 


4 


= 


Write for this 


FREE Bulletin 


on on Hospital Refrigeration Equipment 


illustrating and describ- 
ing the complete line of 
Jewett Walk-in and 
Reach-in Food Storage 
Refrigerators, Ice-cube 
Making and Storage 
Refrigerators, Blood 
Bank Refrigerators and 
Mortuaries,—everything 
for hospitals with refrig- 
eration. 


@ A complete line of Jewett Cracked 
Ice Storage Bins provides the exact size 
and capacity required by large or small 

hospitals. Top may be used as work 
counter or installed under counter. 
Fully insulated . . . counter balanced 
tilting ice bin. . . heavy-duty hardware 
and exterior finish...water-sealed drain 
extends from bottom ready for plumb- 
ers connection,—are a few of the many 
features important to hospitals. Write 
for bulletin. 


THE JEWETT REFRIGERATOR CO., INC. 


Established 1849 BUFFALO 13, NEW YORK 
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nel shortage was suggested by An- 


thony J. Perry, a student in hospi- 
tal administration at Northwestern 
University, who said many hos- 
pitals are still in the “horse and 
buggy era” when it comes to wage 
adjustments. 

The emergency, with its fears 
and shortages, while more or less 
dominating the assembly, certainly 
was not the only subject of dis- 
cussion. In addition to many ad- 
ministrative topics, the hospital’s 
many specialized departments, as 
usual, received a great amount of 
deserved attention. These ran the 
gamut from accounting through x- 
ray. 


Auxiliaries; The growth of the 
women’s hospital auxiliary move- 
ment was in evidence at the assem- 
bly, an indication of the progress 
that these groups have made since 
the National Committee on Wom- 
en’s Hospital Auxiliaries made its 
debut in Atlantic City during the 
1948 convention of the American 
Hospital Association. Under the 
leadership of Mrs. Ronald D. Yaw 
of Grand Rapids, Mich., the wom- 
en’s hospital auxiliary members 
stressed the contributions their 
groups can make in civil defense, 
fund raising, education and volun- 
tary service. A separate session of 
hospital volunteers added emphasis 


AVAILABLE in 50 cc., 250 cc. 
and 500 cc. sizes. Each package 
includes suitable diluent and 
double-ended needle for 
ease of restoration. 
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Pioneer plasma _ producers 


_... first to offer 
commercially prepared 
plasma to the medical 
profession ...a name 
continually associated 
with human blood and 
plasma products unex- 
celled in their field. 


IRRADIATED 


NORMAL HUMAN PLASMA 


DRIED 


No preservative added but treated 
with ultraviolet radiation. Each 100 cc. : 
contains approximately 675 mg. of gamma 
globulin and is the osmotic equivalent 
of 200 cc. of whole blood. Quickly 
restored to isotonic or hypertonic 
concentration — easily administered. 


LABORATORIES 


BIOLOGICALS 


to the importance to the hospital 
of this type of aid. 

Many trustees were present also 
and their responsibilities were out. 
lined for and by them at a Session 
presided over by Franklyn Bliss 
Snyder, president of the board of 
managers at Chicago’s Presbyterian 
Hospital. Edison Dick, president of 
the board at Passavant Memoria] 
Hospital, Chicago, discussed the 
trustee’s responsibility to the com- 
munity, and Frank Selfridge, pres- 
ident of the board at Highland 


-Park (Tll.) Hospital, spoke of re- 


sponsibilities to the administration. 
The trustee’s responsibility to the 
medical staff, and the staff’s re- 
sponsibilities to the board were 
discussed by John M. Storm, editor 


of HOSPITALS and TRUSTEE. 


Extension Course 
The Canadian Hospital Council 


has announced the formal estab- 


lishment of an 
extension course 
in hospital ad- 
ministration 
which will be in 
operation in 
September this 
year and the 
appointment of 
Donald M. Mac- 
Intyre to the 
council’s execu- 
tive staff to as- 
sist in organiz- 
ing and _  con- 
ducting the course. 

General planning for the course 
has been going on for a year. Part 
of this preparatory work was a poll 
of Canadian hospital administra- 
tors to secure their response to such 
a course (see HospiTa.s for De- 
cember 1950, page 137). Final es- 
tablishment of the program was as- 
sured by the financial assistance of 
the W. K. Kellogg Foundation. 

Mr. MacIntyre, in addition to his 
job on the executive staff of the 
council, has been appointed to the 
staff of the department of hospital 
administration at the School of Hy- 
giene of the University of Toronto. 
Since 1949 he has been at Van- 
couver General Hospital, most re- 
cently as administrative assistant, 
and has participated actively in the 
development of the course in hos- 
pital administration announced re- 
cently at the University of British 
Columbia. 


Western Association 
Frank C. Gabriel, administrator 


MR. MaclINTYRE 


| ‘of Southwestern Presbyterian San- 
-atorium, Albuquerque, N. M., was 


installed as president of the Ass0- 
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Relief of 


Urinary 
Retention 


without 
Catheterization 


CHLORIDE 


Urecholine® is effective in the prevention 
and control of urinary retention following 
abdominal surgical procedures, and in the 
treatment of chronic or functional urinary 
retention when due to muscular atony 
without obstruction. 


In addition, “Urecholine . . . nas proved 
most effective and has aided treatment of 
megacolon, diabetic neuropathy with 
abnormal intestinal function, postvagotomy 
disturbances, abdominal distention or 
ileus, urinary retention following pelvic 
surgery or chordotomy, and various 

other conditions.””* 

Literature concerning Urecholine 

Chloride is available on request. 


Supplied as 5 mg. tablets in bottles of 100 for 
oral use, and in cartons of six 1 cc. ampuls, 5 mg. 
per cc. for subcutaneous injection. 


*Grimson, K.S.: Cholinergic and Anticholinergic Drugs 
and Their Trial in Treatment of Gastrointestinal 
Disorders, New York State Journal of Medicine 
50: 2028-2034, September 1, 1950. 


(Brand of Bethanechol Chloride) 
(Urethane of 8 -Methylcholine Chloride Merck) 


COUNCIL eS ACCEPTED 
* 


JUNE 1951, VOL. 25, PART | 


MERCK & CO., INC. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 


139 


‘ 
tal 
SO, 
ut- 
ion 
iss 
of | 
an > d 
lal 
he 
nd _ 
re. > 
on, 
he 
re 
cil 
| 
art 
oll 
ch 
e- 
1S - 
of 
1iS 
he 
he 
tO. 
nt, 
he 
s- 
or 
as 
0- 


ciation of Western Hospitals during 
its 21st annual convention in Los 
Angeles, April 30-May 3. Mr. Ga- 
briel succeeded Walter A. Heath, 
director of Tacoma (Wash.) Gen- 
eral Hospital. 

Other officers elected by the re- 
gional organization were the presi- 
dent-elect, Clarence E. Wonnacott, 


administrator of Latter Day Saints — 


Hospital, Salt Lake City; first vice 
president, Ralph Hromadka, ad- 
ministrator of Santa Monica 
(Calif.) Hospital; second vice pres- 
ident, Dr. John C. Sharp; director 
of Monterey County Hospital, Sa- 


linas, Calif., and treasurer, Orville 
N. ‘Booth, administrator of St. 
Francis Memorial Hospital, San 


‘Francisco. Executive secretary of 


the association is Melvin C. Schef- 
lin, San Francisco. | 
During its business session on 
May 2, the association’s board of 
trustees passed a resolution stating 
that special grants in addition to 
the existing Hill-Burton funds 
should be made by Congress to 
meet special needs in defense areas. 
All such funds, according to the 
resolution, should be expended 
through existing state agencies. 


YOUTH? 


-NOT FOR US! 


Illustrated héte is one of the many reasons 
why surgeons look first to HASLAM. The 
O’Sullivan-O’Connor Abdominal Retractor 
is correctly designed, has the original 
LOKTITE control and is in every sense of 
the word, self-retaining. All retractors, 
manufactured by HASLAM, anticipate the 
problems met during the course of surgical 
procedures — because, they are designed by 


surgeons for use by surgeons. 


“Since 1848, Obedience 


RUE, we're over a 
hundred years old, 
but the waters of the mythical 
Fountain of Youth are not for 
us. Instead, we try to rejuve- 
nate ourselves with new ideas, 
new discoveries, new tech- 
niques and applications in sur- 
gery. Best of all, we apply 
our years-old experience in 
precision craftsmanship to the 
solution of today’s surgical 
problems. That’s how we keep 
so vitally young. 


To The Surgeon’s Touch” 


Fred Haslam & Co., Ine. 


83 Pulaski Street e 
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Brooklyn 6, New York 


Tennessee 


Approximately 200 peopie at. 
tended the Tennessee Hospital As- 
sociation’s annual meeting in Chat- 
tanooga, May 3-5, at which J, Mu 
Crews, administrator of Methodist 
Hospital, Memphis, was installed 


MR. SMITH 


as president. 
Supplement- 
ing a full pro- 
gram of talks 
and discussions 
were a boat trip, 
sponsored by the 
Chattanooga 
Area Hospital 
Council, and the 
annual 
featuring the 
state governor. 
In elections held during the 
meeting, M. G. Hubbard, adminis- 
trator of Nashville General Hospi- 
tal, was named president-elect. 
Other newly elected officers are the 
first vice president, Stephens A. 
Lott, administrator of Blount 
Memorial Hospital, Maryville, and 
second vice president, Jerry Smith, 


assistant administrator of Baptist 


Memorial Hospital, Memphis. 

Both the secretary, Robert M. 
Murphy, administrator of Mid-- 
State Baptist Hospital, Nashville, 
and the treasurer, John Talmadge, 
assistant administrator of Fort 
Sandefs Hospital, Knoxville, wer 
re-elected to office. 


_Carolinas-Virginias 


_ During its 21st annual meetiné 
in Roanoke, April 26-27, the Cat- 
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with the CONTINENTALAIR 


@ The CONTINENTALAIR Iceless Oxygen 


tent performs magic with air in a matter of 


_ minutes. Temperature within the canopy can 
be reduced as much as 25° in approximately 
15 minutes and can be sustained indefinitely 
as prescribed with variations not in excess of 


1° plus or minus. In addition to automatic 


cooling, the air flow is circulated thru a © 


01234567 8 1213 1415 
90 maze of fins which removes excess humidity 


and airborne irritants to provide comfort 


ks to the patient. | 


COUNTIL On 


Leading hospitals thruout the world have 

demonstrated the performance and reli- 

z ability of the exclusive, safe features of 

the CONT INER 

the 

is- 

pl- 7~ 

ct 65° 

the 

: : Temperature can be reduced as much as 25° F within 15 

ith, 

tist | minutes and automatically sustained within 1” plus or - 


minus for as long as the patient may need the benefits 


of oxygen administration and comfort of cool air. 


CONTINENTAL HOSPITAL SERVICE, Inc. 


18636 DETROIT AVENUE e CLEVELAND 7, OHIO 
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olinas-Virginias Hospital Confer- 


ence was joined by concurrent 
meetings of the nurse anesthetists 
and dietitians in the region, the 
Virginia Association of Women’s 
Hospital Auxiliaries and the medi- 
cal record librarians of Virginia 
and North Carolina. 

Elected to the presidency of the 
regional group for the coming year 
was Paul J. Mehlinger, administra- 
tor of Monongalia General Hospi- 
tal, Morgantown, W. Va. The new 
secretary-treasurer is J. Stanley 
Turk, administrator of Ohio Valley 
General Hospital, Wheeling, W. Va. 


Virginia 


Installation of officers elected 
last December was held by the Vir- 
ginia Hospital Association at a 
meeting during the annual gather- 
ing of the Carolinas-Virginias Hos- 
pital Conference, April 26-27, in 
Roanoke. William J. Lees, admin- 
istrator of Jefferson Hospital, Ro- 
anoke, is the 1951 president, and 
Charles P. Cardwell Jr., director of 
the hospital division, Medical Col- 
lege of Virginia, 
president-elect. 

Other officers are the secretary, 


Richmond, is 


HELPING FOLKS TO GET WELL 


\S THE JOB OF THIS HOSPITAL 


Se 
TSR 


24 hours of every day Ne 


TELL YOUR COMMUNITY 


About Your Hospital | 


Tell your patients and their visi- 


tors how your hospital helps folks — 


to get well. Tell them how your 
x-ray department helps you to 
‘safeguard their life and health. 

These six page booklets are edu- 
cational, easy to understand. In- 
teresting pictures illustrate your 


many services in the “Helping 
Folks to Get Well” booklet. Pho- 
tographs of x-ray diagnosis and 
fluoroscopy dramatize the second 
booklet. In both the “why” of 
hospital costs is effectively told. 
Two color printing on enamel 
paper, yet reasonably priced. 


SEND FOR SAMPLES—No. HP-23 — No Obligation 


OTHER PAMPHLETS INCLUDE: UNPAID WORKERS * PERFORMANCE BACK STAGE ° 
NURSING SERVICE * VICTUALS and VITAMINS * COMPETENT CARE * and OTHERS 


We have o 
STANDARDIZED FORM 


FOR EVERY HOSPITAL 


161 West Harrison Street 


PHYSICIANS’ RECORD CO. 


Chicago 5, Illinois, U.S.A. 


MORE THAN 90% OF APPROVED HOSPITALS USE OUR PRODUCTS 
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director 


‘Homer E. Alberti, administrator of 


Winchester Memorial Hospital, and 
treasurer, Evelyn M. Heath, ad- 
ministrator of Northampton-Ac. 
comack Memorial Hospital, Nas- 
sawadox. 


Texas — 


Carroll H. McCrary was named 
president-elect and Mrs. Ruby B. 
Gilbert installed as president of the 
Texas Hospital Association at its 
22nd annual convention in San An- 
tonio April 24-26. Mr. McCrary is 
administrator of the Medical and 
Surgical Clinic- 
Hospital, Tyler. 
Mrs. Gilbert, ad- 
ministrator of 
King’s Daugh- 
ters Hospital, 
Temple, suc- 
ceeds Roy Wil- 
mesmeier, hos- 
pital relations 
for 
Blue Cross, 
Houston, in the 
‘presidency. 

Other officers 
elected by the Texas association 
during its April meeting were the 
vice president, G. S. Drury, ad- 
ministrator of San Antonio-Bexar 
County Hospital System, San An- 
tonio, and treasurer, Boone Pow- 
ell, administrator of Baylor Uni- 
versity Hospital, Dallas. Ruth Barn- 
hart is executive secretary. 

Legislation and its effect on the 
hospital field and the public was 
discussed by two speakers, Albert 
V. Whitehall, director of the Amer- 
ican Hospital Association’s Wash- 
ington Service Bureau, and Philip 
R. Overton, legal counsel in Austin 
for the Texas Hospital Association. 


MR.. McCRARY 


lowa 


Meeting in Des Moines on April 
19, the Iowa Hospital Association 
installed Louis B. Blair as the 1951 
president of the organization. Mr. 
Blair is administrator of St. Luke's 
Hospital, Cedar Rapids. Donald 
W. Cordes, administrator of lowa 
Methodist Hospital, Des Moines, !s 
president-elect. 

Other new officers of the Iowa 
group are the first vice president, 
Esther M. Squire, superintendent 
of Washington County Hospital, 
and second vice president, Charles 
Patterson, superintendent of Buena 
Vista County Hospital, Storm Lake. 
F. A. Hanson, superintendent of 
Lutheran Hospital, Des Moines, 
‘was ‘re-elected treasurer. Execu- 
tive secretary of the association 5 
Mrs. Anne L. Lachner. 
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on the medical ser vICe «++ The broad-range effectiveness of Terramycin in the 


treatment of a large number of infections -is a major reason 
why this broad-spectrum antibiotic is more and more 
frequently prescribed on this service. 


Indicated in an inclusive list of bactérial; rickettsial 
and protozoan infections, e.g.: lobar pneumonia, 
bacteremia; erysipelas, septic sore throat, tonsillitis; 
acute staphylococcal infections; urinary tract infections; 
peritonitis; otitis media; skin infections. 


CRYSTALLINE 


eCrr amyc cin 


HY DROCHLORIDE 


A flexible selection of dosage forms with wide applicability 
in all hospital services is available. A hospital pharmacy _ 
fully stocked with all these Terramycin dosage forms is 
equipped to meet the varied demands of every service. 


Capsules: 250 mg., bottles of 16 and 100; 100 mg., bottles of 


25 and 100; 50 mg., bottles of 25 and 100. 
Intravenous: ¥0 cc. vial, 250 mg.; 20 cc. vial, 500 mg. 
Oral Drops: 2 Gm. with 10 cc. of diluent, and calibrated dropper. 
Elixir: 1.5 Gm. with 1 fl. oz. of diluent. | 
Ointment: 30 mg. per Gm. ointment; tubes of % oz. and 1 oz. 
Ophthalmic Ointment: 1 mg. per Gm. ointment; tubes of ¥4 oz. 


Ophthalmic Solution: 5 cc. vials containing 25 mg. for 
preparation of topical solutions. 


Troches: 15 mg. each troche; packages of 24. 


ANTIBIOTIC DIVISION 


CHAS. PFIZER & CO., INC. 
Brooklyn 6, N. Y. 
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State Funds for Nursing 


A bill has been introduced in the 
Connecticut legislature, sponsored 
by the state nurses’ association, 
which would provide state funds 
for nursing education. The nurse 


organization estimates that there is 


a shortage in Connecticut of 2,000 
nurses. There are 9,605 active 
nurses in the state now. 


The new bill, if enacted, would 
provide financial aid for a max- 
imum of 600 students during the 
1952 fiscal year. 

The State Board of Examiners 
for Nursing shall establish stand- 
ards covering the selection of per- 
sons to whom awards shall be 
given. These students shall be 
nominated for aid by “any duly 
accredited institutions of learning 
within this state which may be 
approved by the Board of Exam- 
iners for Nursing and which offer 
courses in such subjects as are re- 
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it’s pure 


= bathing babies 


it’s safe 


it’s economical 


BABY-SAN Liquid Castile Soap has these important 


advantages over ordinary soaps in your nursery. 1. It gives baby a better 


chance for skin health. It’s compounded especially for babies, 


quick cleansing but gentle. 2. It lubricates and keeps the skin soft and free 


from chafing. 3. Nurses like Baby-San because it is easy to use in 


the handy dispenser. 4. It’s economical ...a few drops are enough for 
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AMERI 


O the bath, none need be wasted. Ask for sample. 


HUNTINGTON LABORATORIES, INC. 


Huntington, Indiana « Toronto, Canada 


® 
CA’S FAV@RITE BABY SOAP 


lated to the educational program 
provided for in this act.” 
Financial aid will cover tuition 
plus educational fees, books, uni- 
forms, board and lodging. 
The bill would also establish a 
commission on nursing education, 


.on which the state hospital associa- 
tion would be represented. 


Nurses Protest Wages 


One-fourth of the voluntary and 
private hospitals in Manhattan, the 
Bronx and Staten Island, New 
York, have agreed to raise daily 
pay of private duty nurses to $12 
a day plus a meal allowance of 
$1.50. 

The pay increase resulted from 


refusals of individual nurses to - 


take new cases at hospitals where 
the demands for more pay were 
not met. The pressure campaign 
began in April, when most hos- 
pitals refused to approve a rate 
higher than $11 a day. : 

At some hospitals, nurses are 
accepting cases without having 


reached wage agreements with the 


hospitals. 


Cover Girl at Work 


Student Nurse Tanya Hoedt, of 
Presbyterian Hospital, Philadel- 
phia, shown above with a patient, 
combines her nursing career with 
modeling, and her picture appears 
on the cover of the June issue of 
Holiday magazine. The hospital and 
the magazine have taken advan- 
tage of the fact that the model 1s 2 
student nurse and have been con- 
ducting a full-scale recruitment 
program in Philadelphia and 
working on national promotion of 
nursing as a career. 
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of Safety Floor 
Maintenance 
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proceed at your own risk 


What's wrong with this picture? 


It looks like the last word in modern decor. But have you noticed 
the floor? It’s an invitation to trouble. 


Faulty maintenance methods have given it a dangerously slippery 
surface. It will be a miracle if one or more persons do not take nasty 


spills—with the resultant headache of law suits for heavy damages. 


The Legge System of Safety Floor Maintenance puts an end to such 
needless hazards. Legge Safety Floor Cleaners and Polishes impart 
a clean, lustrous, slip-resistant shine to the floors of plants, buildings 
and institutions . . . a resilient, re gloss that resists skids, 
yet is inexpensive to maintain. 


Legge operates on the principle of not just selling you a product 


“in a can. First Legge Safety Engineers conduct an on-the-spot 


analysis of your floors. On the basis of condition and traffic burden, 
they recommend the correct maintenance program custom-tailored 
to your needs. This service is provided without extra cost. 


At worst, old-fashioned maintenance methods expose you to- the 
risk of negligence suits. At best, they subject you to serious floor 
repairs long before such expense is warranted. 


Walter G. Legge Co. Inc. 
101 Park Ave., New York 17, N.Y. 


Please send me a free, no-obligation copy of 
your Mr. Higby book. 


For your own peace of mind, 
investigate the Legge System. 
Simply clip the coupon to your 
letterhead and mail today for a 
revealing booklet on scientific 


floor care. It’s free, without ob- Signed — 
ligation, of course. Now, please? ans 

WALTER G. LEGGE COMPANY, INC., : 

New York 17, N. Y. Branch Types of flooring 

offices in principal cities. a 


ee 
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PLANNING, CONSTRUCTION 


to Shaffer 


. The Edward C. Kemper Award 
for outstanding contributions to 
the architectural profession was 
awarded last month to Marshall 
Shaffer of Washington, D.C., chief 
of the technical services branch of 
the Division of Hospital Facilities, 
the Public Health Service organ- 
ization that administers the Hill- 
Burton hospital survey and con- 
struction program. 

The award was presented by the | 


American Institute of Architects at 
its 83rd annual convention in 
Chicago. 

Mr. Shaffer eas been active 
in American Hospital Association 
hospital planning activities. His 
Technical Services Branch is con- 
cerned with all architectural mat- 
ters involving hospitals applying 
for federal aid under the Hill- 
Burton Act. 

The text of the citation io Mr. 


Shaffer reads, ‘“‘The American In- 


stitute of Architects cites for the 


AS THE NAME IMPLIES... 


A compact, bekivitiahe assembly combining camera mount 
—high intensity dual illumination source — remote control 
aperture and shutter operating mechanism, synchronized to _ 
facilitate the taking of finer color photographs with un- 
precedented accuracy, simplicity and speed. 


CHECK THESE HIGHLIGHT FEATURES — 
@ Adaptable to all standard makes of 


35 mm. single lens reflex cameras. 
Quick-Clix models of varying steps of 
automatic performance are available 
with or without camera. — 


® Lightweight, balanced construction 
with operating controls at thumb- 
tips enables frailest nurse to photo- 
graph with ease and precision while 
doctor continues attending patient. 


@® Unique focusing device assures par- 
allax-free close-up results down to 2 | 
inches. Asbestos covered reflector 
housings with heat deflectors reduce 

-burn hazards to a minimum. 


@ GET THE FACTS—write today for lit- 
erature describing mechanics of 
Quick-Clix operation, guarantee, and 
price list including accessories and 
cameras. (Describe camera you may 
now possess. ) 


WALDEN INDUSTRIES, INC. 
74 West 52nd Street, New York 19, N. Y. 


YOU SEE WHAT YOU WANT 


AND GET WHAT YOU SEE 


1951 Edward C. Kemper Award, 
Marshall Shaffer, who insured the 
conduct of the hospital building 
program of the United States Pub- 
lic Health Service in harmony with 
the highest ethical standards of the 
Institute and thus secured for the 
public the greatest benefit from the 
services rendered by its members.” 

Mr. Shaffer has practiced archi- 
tecture on the west coast, in 


_ Chicago, New York and Washing- 


ton. Before joining the Public 
Health service in 1941 he served 
as an architect for several govern- 
ment agencies. 


| Building Materials 


Acceleration of federal hospital 
expansion, particularly in the vet- 
erans and military fields, concur- 
rently with tightening of controls 
on supplies, equipment and con- 
struction materials, is creating nu- 
merous problems for the nation’s 


voluntary and other nongovern- 


mental hospitals. Requirements of 
the military alone for surgical sup- 
plies and equipment, as set forth 
in pending budgetary requests, are 
of such volume as to jeopardize 
fulfillment of civil hospital needs 
next year. 

In the matter of building mate- 
rials, the situation is illustrated by 


a recent letter sent to the National 


Production Authority by Executive 


Director George Bugbee, in behalf 


of the American Hospital Associa- 
tion, in’ which he protested an 


amendment to NPA’s Order M-4. . 


It requires special authorization for 
construction of all projects, includ- 
ing hospitals, requiring use of more 
than 25 tons of steel. 

‘“‘We do not question the necessity 


for curtailment of excessive use of 


construction materials in short sup- 
ply today,” he wrote. “Our concern 
over amended M-4 stems from the 
delays incident to its implementa- 
tion and the resulting hardships of 
additional federal sanctions for 
construction superimposed upon a 
carefully framed and —— pat- 
tern.’’ 


New Rehabilitation Clinic 


Establishment of the Bay State 
Medical Rehabilitation Clinic In- 
corporated, at Massachusetts Gen- 
eral Hospital, Boston, has been an- 
nounced. The new clinic will pro- 
vide medical rehabilitation service 
to the injured or diseased. 
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- PRICES: Razors, 1 at 60¢ each 


GUARDS tooth-shaped, easier cleaned, non-clogging. 
HANDLE — Chrome-plated, stands repeated sterilizations. = > 
AVAILABILITY — with or without blades, razors in any quantity. os 
BLADES — WEXTEEL blades edged for prepping — best yet. 


10 at 50¢ each 
100 at 40¢ each 
BLADES, carton of 100 blades, nee carton $1.15 
10 cartons (1,000 blades) at $1.05 per carton. 
100 cartons (10,000 blades) at $1.00 per carton. 


Steadily gaining in popularity—is Weck double-duty Surgi- 
cal Instrument Oil. Covers deeply and thoroughly; meets 
U. S. Army specifications; lubricates all joints and bear- 
ing surfaces; preserves against rust and erosion at all 
points. 50¢ the 4 oz. bottle, $5.00 for a dozen bottles, 
$25.00 for 6 dozen bottles, and $50.00 for one gross 
of bottles. See page 10, new Weck Catalog No. 60. 


EDWARD WECK & CO., INC. 


Manufacturers of Surgical Instruments © 
SURGICAL INSTRUMENT REPAIRING @© HOSPITAL SUPPLIES 
135 Johnson Street Brooklyn 1, N.Y. 


FOUNDED 1890 


REMEMBER WECK INSTRUMENTS ARE MADE CORRECT — SOLD DIRECT — to HOSPITALS | 


3-times PASSIVATED 


Weck instruments 


stay STAINLESS. 
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WW | , docked in St. Louis. A buffet sup- 
Meet Me i in St. Louis” per, music and dancing, all in the 
It is not the formal theme of the Highlighting the entertainment Gold Room‘of the Jefferson Hotel, 


American Hospital Association’s on Monday evening, September 17, will add to the fun of this first 
1951 convention, September 17-20, will be vaudeville skits and an old informal get-together of delegates 
but “Meet Me in St. Louis” is the fashioned melodrama produced by and participants in the 53rd an- 
title of the first of the special the Goldenrod Acting Company, nual convention. 


events that will accompany and well known in St. Louis and up Arrangements for the “Meet Me 
supplement the convention pro- and down the Mississippi River as in St. Louis” evening have been 
gram of talks and discussions by the group which performs regu- made by the local committee in 
members of the hospital field. larly on Cap’n Billy’s Showboat St. Louis. On the committee are 


Florence King, administrator of 
Jewish Hospital; Dr. Frank R. 
Bradley, director of Barnes Hos- 
| pital; Mrs. Addie Mullins, admin- 
istrator of Christian Hospital: 

Ca i efu | B uyer 5 Who : Irene McCabe, executive secretary 
of the Missouri Hospital Associa- 

| tion; Harry J. Mohler, president of 

Cons si ider Qu qd li | ty an d : the Missouri Pacific Hospital; Mrs. 
aa D. K. Rose, chairman of the board 

of managers of St. Louis Children’s 

E conomy Fi | r st Choose: Hospital, and Sister Andrea, ad- 


ministrator of De Paul Hospital. 
Banquet: Closing each conven- 


| tion is the most impressive event 
. of the four-day meeting, the an- 
nual banquet. With considerable 


ceremony the new president of the 
Association is inducted into office. 

This year Dr. Anthony J. J. Rourke 

Blue Label Hypodermic Needles.” will be installed succeeding Dr. 


~ 


Charles F. Wilinsky. 

Regular and Malleable Spinal Needles — | Honorary memberships in the 
| | x American Hospital Association, are 
| . ’ presented at the banquet. Last 
Special Needles for Blood and Plasma year Dr. Odair P. Pedroso of Sao 

Equipment Paulo, Brazil, became an honorary Li 

Blue Label Syringes 2 The highest award of the Amer- se 

: ican Hospital Association is the ki 

. . annual Award of Merit, and this wi 

Sempra Syringes With Interchangeable also is formally presented to a ar 

' Plungers and Barrels leader of the hospital field at the th 

| banquet. Dr. Nathaniel W. Faxon m 

Clinical Thermometers received the award at the Atlantic re 

City convention in 1950. 

Both “Meet Me in St. Louis” a 


night and the annual banquet will 
be held in the Gold Room of the fo 


} BISHOP & CO. PLATINUM WORKS Jefferson Hotel, convention nett: J 


meeting simultaneously with the 


MEDICAL P RODUCTS DIVISION Association in St. Louis will par- 
7 ticipate in both events. = 
MALVERN, PA. : As in past years, informal gath- 


erings are being planned for con- 
vention week. These small break- 
fast and luncheon reunions of such 
groups as the courses in hospital 


Visit Our Booth No. I-17 at the A.M.A. Meeting June 11-15 administration, have furnished an 


( excellent opportunity for renewing 
friendships. Many state associa- 
tions also have meetings during 
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Lily” 
lends hospitals 


helping 
hand eee 


/ 


= 
The help shortage is a growing 
problem in hospitals — and many — 


understaffed hospitals are meeting 

this situation by using work-saving 

Lily paper service. 

| Disposable Lily cups help hospitals in many 
special ways. 
For instance, nurses use light, quiet Lily portion cups for capsules 
and pills, and 3 ounce graduate cups for liquid doses. Lily 
eliminates all washing, sterilizing, and tedious special 
handling in the service of medicines. Nurses gain extra time 
for more vital duties. ca 


Lily cups help hospitals in general ways, too. 


They are extremely practical for patient and staff food — 
service. The meal time work-load is much lighter . . . fewer 
kitchen help can serve more people, faster. Use Lily Cups for 
water, milk, and fruit juices . . . for hot drinks, stews, soups 
and casseroles... for salads, side dishes and condiments. When 
the meal is finished the used cups are simply discarded — saving 
many chores. A supply of clean, fresh Lily cups is alwa 
ready for the next meal. : 


Economical Lily cups save money, too. Some 
hospitals have cut expenses over a thousand 
dollars a month by switching to Lily! This 

fact alone deserves your investigation. We 
will be glad to send you full information 

and samples. Just mail the coupon. 


*T.M. Reg. U.S. Pat. Off. 


LILY-TULIP CUP CORPORATION Dept. H-6 
122 East 42nd Street. 
New York 17, New York 


Please send samples and full information. 
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Originally one of the informal 
luncheons, the annual federal hos- 
pital luncheon has grown to be one 
of the most popular events on the 
convention calendar. There will be 
a federal hospital luncheon again 
this year, 
speaker. 

Although ‘“‘Meet Me in St. Louis” 
is the theme for only the Monday 
night gathering, the caption aptly 
describes the spirit of reacquaint- 
ance that characterizes .all Asso- 
ciation conventions. Those mem- 


with a. well-known 


bers of the hospital field who are 
planning to attend but have not 


secured room reservations should 


make them immediately by writ- 
ing to the Hotels Convention Res- 
ervation Bureau in St. Louis. 


Safety Cards 


Twenty-two safety cards have 
been developed by the National 
Safety Council in connection with 
the hospital program. The cards 
are of two types, miniature poster 
and job summary. 


Accuracy is an identifying characteristic 
of Liquid’s RED DIAMOND Oxygen _ 
Therapy Equipment. The medical profession 
finds that RED DIAMOND pressure- 
reducing regulators and humidifiers fully 
Satisfy every requirement for precision, for 
easy, positive operation and long-lasting, 
trouble-free service. Write today for descriptive 
leaflet, “Oxygen Therapy Regulators.” 


LM300 Humidifier and Regulator 
(Available in single and two-stage types) 


RED DIAMOND Oxygen Therapy Equipment is designed by a 
gas manufacturer for use with all gases. 
A Complete Line of “Liquid” Medical Gases 


Anesthetic 


Therapeutic Resuscitating 


) We offer a full line of Endo-Tracheal Equipment 
THE LIQUID CARBONIC CORPORATION 


MEDICAL GAS DIVISION 


3110 South Kedzie Avenue 


Chicago 23, Illinois 


Branches and Dealers in Principal Cities 
IN CANADA: LIQUID CARBONIC CANADIAN CORPORATION, LTD. 
Montreal @ Toronto @ Windsor 


Poster-type cards deal with sub- 
jects such as use of electric pads, 


- handling glass, administering med- 


ications, and using foot stools. Job 
summary cards are available on 
the following subjects: Hot water 
bottles, medications, electric light 
cradle, preventing patient falls, 
use of crutches, moving helpless 
patients and helping bed patients 
sit up. | 

The safety cards have been 
distributed to subscribers of the 


_American Hospital Association- 


National Safety Council Safety 
Service. Hospitals not subscribing 
may purchase the cards for use 
in teaching safe techniques. Sam- 


ples may be obtained by writing. 


the American Hospital Association, 
18 E. Division Street, Chicago 10. 


Nursing Specialist 


Marian Louise Fox will join the 
headquarters staff of the American 
Hospital Asso- 
ciation on June 
11 as a nursing 
specialist, and 
her services in 
problems of 
nurse recruit- 
ment and hospi- 
tal-nurse_rela- 
tionships will be 
available’ to 
members and 
affiliated organ- 
izations of the 
Association af- 
ter that time. 

For the past three and a half 
years Miss Fox has been chief of 
nursing service at the New Orleans 
Veterans Administration Hospital. 
Prior to that she was director of 


MISS FOX 


“nurses and nursing service at Park- 


land Hospital, Dallas. 


Miss Fox’s initial education in 
nursing was at the Batavia (N. Y.) 
Hospital school of nursing and was 
supplemented by postgraduate 
courses in surgical nursing and op- 
erating room technique at Bellevue 
Hospital, New York City, and St. 
Mary’s Hospital, Rochester, Minn. 
In addition to a bachelor’s degree 
in nursing from New York Univer- 
sity, Miss Fox has a master’s de- 
gree in education from the Univer- 
sity of Pennsylvania. 


Miss Fox has held many offices 
in professional nursing organiza- 
tions, including the jobs of secre- 
tary of the Louisiana State League 
of\Nursing Education and treasurer 
of the New Orleans District Nurses 
Association. 
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Hospital Use 


: Institutional members of the 
American Hospital Association 


have received copies of a suggested 
policy regarding the utilization of 
Blue Cross benefits by hospital 
groups. The policy, developed 
jointly by the Association’s Coun- 


cil on Prepayment Plans and Hos- 


pital Reimbursement and the Blue 
BBB PPD PPP PPP 
HOSPITAL ADMISSIONS 


(NET INPATIENT) 
a 
\ 
| 


AVERAGE LENGTH OF STAY 
REPORTED TO THE BLUE CROSS COMMISSION 


8.5 

8 

7 

6. 

6 
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ADMISSION-STAY 

The hospital admission rate de- 
creased from 125 per 1,000 Blue Cross 
members in January to 124 per 1,000 
members in February. The February 
1950 rate was 122 per 1,000 members. 
Stays of hospitalized Blue Cross 
members decreased from 7.74 days in 
December to 7.56 days during Jan- 
uary. The average stay during Jan- 
uary 1951 was identical to the Janu- 
ary 1950 stay. oh 


Inpatient days of care provided 


per 1,000 participants decreased ap- 


proximately 10 per cent during Jan- 
Wary over December, but increased ~ 


approximately 3 per cent over the 


same period one year ago. The num- | 


of inpatient days of care in De- 
cember was 886 and for January it 
was 798. The January 1951 rate was 
23 days per 1,000 participants greater 
than the January 1950 rate. 
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‘Cross Commission, was approved 


by the Association’s Board of 
Trustees at its Feb. 8, 1951, meet- 
ing. | 

Surveys by various Blue Cross 
plans and the Blue Cross Commis- 
sion report consistently that hos- 
pital employees used Blue Cross 
more and have a higher average 
cost per case than most other em- 
ployee groups. Forty-two plans 
have shown that utilization of 
Blue Cross by hospital groups 
ranged from 102.2 per cent to 


- reflecting utilization about 120.09 


per cent. 

Recommendations included in 
the policy suggest that Blue Cross 
plans should: - 

1. Conduct a continuing pro- 
gram of education of hospital 
groups, hospital adminhistrators 
and members of hospital medical 
staffs to inform them of their re- 
sponsibilities for the maintenance 
of reasonable levels of utilization 
among hospital groups. 

2. Permit hospital groups to 


190.8 per cent, with the majority ~ pool their experience for purposes 


GERM LADEN 
FLOOR DUST 


worn MILLYARD CARE 


Not like old-fashioned sweeping that scatters germ- 
carrying dust. Modern HILLYARD CARE keeps hos- 
pital rooms healthy clean . . . free from attacks by air- 
borne bacteria . . . aids in the prevention of dangerous 
infections. Saves labor-time for your maintenance crew. | 
Costs only 4/100’s of a cent per sq. ft. daily treatment. 
USE no-rinse SUPER SHINE-ALL for “behind-the- 
ears” periodic neutral chemical cleaning of every corner. 
USE non-greasy SUPER HIL-TONE dressing for easy 
daily maintenance. Its miraculous dust catching qualities 
prison dust to the floor where it is easy to pick up with 
Hillyard’s automatic floor brush. ADOPT new Hillyard 
techniques and knowledge to your own daily cleaning 
a Discard old-fashioned methods. 


TESTS PROVE HILLYARD 
SUPER HIL-TONE 
KEEPS DOWN DUST 
Gelatine plates exposed for 5 
| minutes during sweeping in a 
= hospital room where floor was 
treated with Hil-Tone showed 
only 38 colonies of bacteria as 
compared to 456 colonies of 


\ 


FLOOR TREATED UN- 
bacteria in rooms having un- | yy zy TREATED 
treated floors. FLOOR DRESSING FLOOR 


= 


1 THE HILLYARD MAINTAINEER is on your staff not your payroll. 
Consult him. 


MAIL COUPON TODAY! 


Hillyard Chemical Company 

St. Joseph, Missouri, Dept. B1-6 | 
Please send free information. on “How to Keep | 
Down Disease-Carrying Dust in My Hospital.” : 


Name Title | 


St. Joseph, Missouri 
Branches in Principal Cities 
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for conditions that would not have 


of comparison with general public 
group experience. 

3. Report the experience of indi- 
vidual hospital groups quarterly 
to hospitals in a comparative state- 


ment showing income and. expense | 


for the period and cumulatively. 
According to the recommenda- 
tions, hospitals should: 
1. Not. charge Blue Cross plans 
for care in infirmaries, dormitories 


and similar facilities. 


2. Not bill Blue Cross plans for 
hospitalization of any employee 


required admission as an inpatient 
if that person had been employed 
elsewhere. If hospitalized as bed 
patients, liability for such care 
should be assumed directly by the 
hospital. 

3. Cooperate with plans in ar- 


_riving at an equitable solution of 


the problem, keeping in mind that 
the privilege of sharing risks with 
other groups carries with it a re- 
sponsibility to guard against in- 
discriminate use of benefits. 


“PREOPERATIVE WASH 


In a 3 minute brushless | 
scrub, Septisol enables 
“surgeons and» members 
of the operating team to 
achieve bacteriologically 
cleaner hands without 
possibility of irrita- 
‘tion from’ brush scrub- 


_ Tinses. 


hundreds of hospitals 
have proven Septisol 
non-irritating to wie nor- 
“mal skin. 


for surgery according > 


to Kraissl (1). Studies. 
showed greater bacterio- 


staticefficiency, noskinir- 


titationand excellent me- 


_ chanical cleansing with 
a soap such as Septisol. 


S:, ackensack, New Jersey, 

“Clinical and: Laboratory Evalua- 
‘of G-11 (Hexachlorophene) as 


= a Preoperative Skin Bacteriostatic 
CHEMISTRY Agent”, PLASTIC AND 
STRUCTIVE 


The SURGEON'S. 


_ SURGERY, Vol.7 


V E S TA L INC. 4963 manenanten<$t: LOUIS 10, MO. 
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GENERAL. 


Physician-Contract Law 


A new law, quietly pushed 
through the Colorado legislature 
provides for the fining and jailing 
of hospital trustees who sign in- 
come-sharing contracts with med- 
ical specialists. This may automati- 
cally invalidate Blue Cross, Blue 


Shield, and perhaps workmen’s 


compensation contracts. 

It came about when the State 
Board of Medical Examiners re- 
quested a revision of the Medical 
Practice Act, one purpose being to 
redefine “unprofessional conduct.” 


Parts of the law were handed out 


to interested groups for sugges- 
tions, and these suggestions then 
were incorporated into a bill which 
was rushed through a last-minute 
session without public hearings. 
Investigation by the Colorado Hos- 
pital Association indicates that the 
state medical society was not 
aware of the changes but that one 
of the specialty organizations ‘had 
a hand in making recommenda- 
tions. 

The new law includes under 
“unprofessional conduct” the fol- 
lowing: ‘Practicing medicine as 
the partner, agent or employee of, 
or in joint adventure with, any 
person who does not hold a license 
to practice medicine within this 
state, or practicing medicine as an 
employee of, or in joint adventure 
with, any partnership, association 
or corporation .. .” It is all right 
for a physician to be employed by 
an association or corporation in or- 
der to examine or treat employees 
of such organizations. 

Any physician violating this def- 
inition of ‘‘unprofessional conduct” 
will have his license revoked. Any 
officer or director of an association 
or corporation that violates the act 
“shall be deemed guilty of a mis- 
demeanor, and upon _ conviction 
thereof, shall be punished by a fine 
of not less than $50 or more than 
$500 or by imprisonment in the 
county jail for not less than 10 
days or more than 30 days, or by 
both, and each daily failure to 


comply with, or each daily viola- - 


tion of, the provisions of this act 
shall constitute a separate offense.” 

In addition, persons making pa- 
ments which are shared illegally 
under this act may sue to recovel 
the amount they paid. 

The Colorado Hospital Associa 
tion is attempting to find out how 


the regular medical societies feel 
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182 Aids for the Orthopedic Surgeon 
AT HIS FINGERTIPS 
. On DePuy Screw and Plate Rack 


14 Sherman type plates hang easily available 
on curved hooks. 168 bone screws fit on the 
cylinder, with heads exposed. Surgeon selects 
screw by turning cylinder and reading sizes 
clearly stamped. 


You can place the DePuy Screw and Plate 
Rack directly in your sterilizer. Cylinder locks 
so that screws cannot fall out, plates are se- 
cure from falling. Carry rack directly to sur- 
gery on removing from sterilizer. There the 
surgeon can select, at a glance, the sterile 
plate or screw needed. | 


Screws may be picked up and used in sterile 
condition with DePuy Screw Driver illustrated 
above. Write for complete information. 


COMPANY, INC. 


INDIANA 
‘ STANDARD OF QUALITY 


‘Nursing Help Available= 
24 HOURS A DAY! 


The DEBS Medi-Kar is like another nurse on your staff. Saves your THE 


"Medi-Kar 


“er ’ nurses time and work—permits more nursing time for other duties. 


NURSE 
WANTED 


One of the greatest 
boons to better nurs- 
ing service. 

NOISeIcss | syringes, 2ce or 


_ © Stainless steel water 


pitcher 
® Stainless steel covered 
_ tray for used syringes 
© Neoprene covered rack 


H 118 S. Clinton St., Chicago 6, Ill. P-26 

Gentlemen: Please send me free booklet 

: on the MEDI-KAR* and how it will save 

time and work in my hospital. Zone...State......... 


} . 
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Administrators Graduate 


The Medical Field Service 
School, Brooke Army Medical Cen- 
ter, Fort Sam Houston, Texas, re- 
cently graduated 30 persons from 
its 33-week course in hospital ad- 
ministration. 

The students were chosen by the 
Career Management Branch of the 
Surgeon Generals Office from ca- 
reer officers with experience in the 


hospital field. Most of them will be 


and how they will interpret the - 


assigned to executive officer or 
management officer positions in 
Army hospitals. 

In addition to Army faculty, 25 
civilian guest speakers were at the 
exercises, including Mrs. Ann S. 
Friend, personnel specialist for the 
American Hospital Association. 

Lt. Col. James T. Richards is di- 
rector of the course in hospital ad- 
ministration. 


Leaves Children's Bureau 


The resignation of Dr. Edwin F. 
Daily as director of the Division of 


NEW MIDLAND 
SOAP DISPENSER 


A heavily chrome plated port- 
able hydraulic foot pedal Soap 
Dispenser. Dispensing arm re- 
volves 360 degrees, allowirg 
two scrub-up sinks to be served. 
Easily filled reservoir holds three 
and one half pints of liquid. 
The dispenser carries a one 
year guarantee against de- 
fective parts and workmanship. 


PRE-OPERATIVE 
“SCRUB-UP” 


Before the operation, only the best soap > 
is good enough to meet the exacting de- 
mand of pre-operative “scrub-up” .. . 
doctors and nurses turn to this mild, highly 
concentrated liquid surgical soap . . . 
especially f lated by Midland Labora- 
tory specialists. Write for full particulars. 


DUBUQUE, IOWA 


Health Services for the Children’s 
Bureau was announced last month. 
Dr. Daily has accepted an appoint- 
ment as deputy, medical director of 
the Health Insurance Plan of 
Greater New. York. | 

During World War II, Dr. Daily 
was responsible for administering 
the Emergency Maternity and In- 
fant Care program.for wives and 
children of servicemen. | 


Dr. Gilday Awarded 


The George Findlay Stephens 
Memorial Award was presented to 


Dr. A. Lorne C. Gilday, formerly 


general superintendent of the Mon- 
treal General Hospital, during the 
biennial meeting of the Canadian 
Hospital Council in Ottawa on May 
28. 


Dr. Gilday, who retired last year 
after 27 years with the Montreal 
General Hospital, was secretary of 
the Montreal Hospital Council from 
its formation in 1926 until 1950. He 
helped establish the Canadian Hos- 
pital Council in 1931 and has served 
as treasurer since 1946. Dr. Gilday 
participated in the development of 
the Quebec Hospital Service Asso- 
ciation, the Blue Cross plan, and 
was a member and vice-chairman 
of the Quebec Hospital Commis- 
sion. He holds life membership in 
the American Hospital Associa- 
tion. | 

Born in Lombardy, Ont., Dr. 
Gilday was raised in Montreal and 
attended McGill University from 
which he received his medical de- 
gree. During World War I he was 
a lieutenant commander in charge 
of the 13th Field Ambulance. 


DR. GILDAY is pictured standing before 
a painting presented to him at the time 

his ‘retirement last year by the board : 
management of Montreal General Hospite!. 
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0 COUNCIL ON 
PHYSICAL 
MEDICINE 


MED: 


Full Body Immersion Hydrotherapy 
Tank Unit — Model HM-801 


ready for immediate application — 
always sterile, always ready... emol-— 

J lient .. . non-adherent. . . non-irritat- é 

ing...non-macerating...for OR- __ 

¢ CS—CASUALTY UNITS. yaromassage 


d 
Equipment 
Precision-engineered for hospitals, 
carton. Unit envelope... one 3” x 36 

n dressing. Duplex envelope...two 3” 6apparatus is distinguished for its 
18” dressings. excellence of design, quality of 
materials and range of types, both 

n Other ILLE Physical Therapy 
2 Equipment: Paraffin Baths, Mobile 


Sitz Bath, Folding Thermostatic Bed 
_ Tent. Detailed literature on request. 


AS for buns: abrasions ILLE | 

athletic injuries * circumcisions * carbun- . ELECTRIC CORPORATION 
cles leg ulcers + plastic surgery * many 50 Mill Road, Freeport, L. I., N. Y. 


other traumatic or surgical wounds. 
8 Combination Arm, Leg and Hip Tank (an Im- 


proved Whirlpool Bath) Mobile Model HM-200 


as pack in abdominal ‘incisions 


hemorrhoidectomy * compound fractures 
Osteomyelitis + arthrotomy, etc. 


4 
3 
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CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


ALABAMA | 
Birmingham—Jefferson Tuberculosis San- 
atorium 
ospital 


ARKANSAS 
County Memorial Hos- 
CALIFORNIA 


Burbank— Saint J Hospital 
Freem 


an Memorial | 


Hospi, — Paradise Sanitarium and 

Memorial Hospital 
COLORADO 


Flagier—F) ler Hospital 
ortheast Colorado Memorial 
Hospital Association 


CONNECTICUT 
Wallingford—Gaylord Farm Sanatorium 


FLORIDA 
Melbourne—Brevard Hospital 
Tampa—Ballast Point Manor 


GEORGIA 


Adel—Memorial Hospital 
Brunswick—City Hospital 


IDAHO 


Cascade—Valley Coun 
Wallace—Providence 


ILLINOIS 


Chicago—Bethany Home -and H i 
the Methodist Church — 


Chicago—The ee o Memorial Hospital 
Chicago—Orthodo ewish Home for the 


Macomb—St. Francis Hospital 
Vandalia—Mark Greer Hospital 


INDIANA | 


Goshen—Goshen Hospital 
Union City—Union City Memorial Hospital 


Fort Madison—Sacred Heart Hospital 

Sac City—Loring Hospital 

Sioux Center—Sioux Center Community 
Hospital and Health Center 


‘Vinton—Virginia Gay Hospital 


KANSAS 
Neodesha—Wilson County Hospital 


KENTUCKY 
Ashland—District Four Tuberculosis Hos- 


Bardstown—Flaget Memorial Hospital 
— 


— Five Tuberculosis Hos- 
Madisonville — District One Tuberculosis 


Hospital 
— Three Tuberculosis Hospi- 


LOUISIANA 
Bogalusa — Washington - St. Tammany 
arity Hospital 


De Memorial Baptist 
Hos 
J Charity Hospital 


MAINE 


bey n—Franklin County Memorial 
Hosp 


MARYLAND 


Henryton—Henryton State Hospital 
Mount Wilson—Mount Wilson State Hospi- 


tal 
Salisbury—Pine Bluff State Hospital 


Six Hospi- 


a new 
superior 
effective 
detergent 


TOUR 


ND 
eat sAMPLE 


distributed 
by strength detergent solution 


MINNEAPOLIS 


They'll Come Clean 


a single 2-lb. 
you 42 gallons of full 


PHYSICIANS & HOSPITALS SUPPLY CO., INC. 


can gives 


MINNESOTA 


MINNESOTA 


Jackson—Halloran Hospital 


Minneapolis — Minnesota Departmeiit of 


Heal 
Wells—Wells Municipal Hospital 


MISSISSIPPI 
Laurel—Masonite Hospital 
MISSOURI 
County Memorial Hos- 
p 
NEBRASKA 
Omaha—Douglas County 
NEW JERSEY 
Jersey City—Fairmount Hospital, Inc. 
NEW MEXICO 


Silver City—Hillcrest General Hospital 


NEW YORK 
Hollis—Terrace Heights Hospita 
Manhasset, L. I.—Ma nhasset Medical Cen- 
ter Hospital 
Rome—Rose Hospital 
Trudeau—-Trudeau Sanatorium 


NORTH CAROLINA 


Lenoir—Caldwell Memorial Hospital, Inc.. 
Siler City—Chatham Hospital, Inc. 


NORTH DAKOTA 
Kenmare—Kenmare Deaconess Hospital 
Oakes—St. Joseph’s tal 
Richardton—Memorial Hospital 


OHIO 
Cincinnati—St. Clare Convent, Sisters of 
the Poor of St. Francis 
Coldwater—Our Lady of Mercy Hospital 
ee — Eugene. H. Hughes Memorial 
ospl 
Millersburg—Holmes County J oel Pomer- 
ene Memorial Hospital 
Orrville—Dunlap Memorial Hospital 
Xenia—Greene County Hospital 


OKLAHOMA 


Hospital 
Shawnee—Anderson, Carson, Hughes Hos- 


pital 
Tulsa—Byrne Memorial Hospital 


PENNSYLVANIA 
a East—St. Barnabas House by the 


SOUTH CAROLINA 
Bennettsville — Marlboro County 
Hospital 
feburg—Edgewood Sanitarium Foun- 
ation 


‘sO UTH DAKOTA 


‘Chamberlain—Community Bailey Hospital 


TENNESSEE 


Oak Ridge—Oak Ridge Institute of Nu- 
es 


clear Studi 


TEXAS 

Carthage—Panola General Hospital 
Dallas—Maxfield Clinic Hospital 
Eagle Pass—Memorial Hospital 
Port Lavaca — Calhoun County Memorial 

Hospital | 

VIRGINIA 

Alexandria—Circle Terrace Hospital, Inc. 
Virginia Beach—Virginia Beach Hospital 
Waynesboro — Waynesboro Community 

Hospital, Inc. 
Wytheville—Chitwood-Moore Hospital 


WEST VIRGINIA 


Marlington—Pocahontas Soldiers and Sail- 
ors Memorial Hospital 
Spencer—Gordon Memorial Hospital, Inc. 


WISCONSIN 
Tomahawk—Sacred Heart Hospital 


CANADA 


Victoria, B.C.—Royal Jubilee Hospital val 

arenas. , Man. — The Brandon Gene 
ospita 

ae River, Ont. — Deep River Village 
ospita 

Montecal Que.—Doctors Hospital, Inc. 


PERU 
Lima—Hospital Obrero de Lima 
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PILLING supplies the complete line 
of genuine Chevalier Jackson 
Bronchoscopes ~ the approved models, 
standard for use with all equip- 
ment in the standard Jackson-type 
Clinic. 
Standard Jackson Bronchoscope, as il- 
lustrated, all sizes from 4 mm. x 20 cm. 

to 9 mm. x 40 cm., with 2 light carriers 

and 2 lamps. Light carriers are inter- 


changeable in ’scopes of equal length. 
Special sizes can be made to order. 


ORDER PILLING 
INSTRUMENTS 
DIRECT FROM 


illing & SON CO. 


GEORGE P. 


3451 Walnut Street e Philadelphia 


HEADQUARTERS FOR INSTRUMENTS FOR BRONCHOESOPHAGOLOGY 


\ 


C 


Flexible Needle 


This flexible needle can remain in a vein for a long 
time, eliminating repeated venipunctures. Consists of 
an ordinary intravenous needle over which is passed 
-a hubbed segment of plastic tubing. 


Note: Insert into vein as any ordinary needle, after 
plastic cannula has entered the lumen of the vein 
(fig. a) the stylet needle is withdrawn approximately 
% inch and, with a slight forward pressure (fig. b) 
the plastic cannula is advanced into the vein the 
desired distance. Remove stylet needle and plastic 
cannula is ready for intravenous administration of 
fluids (fig. c). 

Can be sterilized Stock No. 503 oe 

in an autoclave Box of six $6.00; Doz. $10.80 


YOU CAN DEPEND ON ROCHESTER PRODUCTS 


ROCHESTER PRODUCTS CO. 


ROCHESTER MINNESOTA 


JUNE 1951, VOL. 25, PART | 


high-low bed to adjust” 


Hus-Kow offers an entirely new idea in adjustable- 
height beds. Instead of the usual four posts, with all four 
posts serving as telescoping members, this new Hill-Rom 
bed has but two pedestals, with an improved telescoping 
action incorporating the use of a heavy coil spring in the 
innertube. 

This spring compensates for the weight of the bedspring, 


‘the mattress, and part of the patient’s weight, making it 


possible for the bed to be raised or lowered faster, with 
fewer turns and less effort on the part of the nurse. 

This new Hill-Rom high-low bed is a combination of 
wood and metal. Structural parts are of steel, with baked- _ 
on enamel finish. The panels are laminated 5-ply Walnut 
or Rift Oak. Size, 3’ wide x 7’-6” long. Either Hill-Rom’s 
standard heavy duty Gatch spring, the No. 15 crankless 
Trendelenburg or the No. 25 two-crank Trendelenburg 
spring may be used. 


Patients find it easy 
to get in and out of 
the Hill-Rom High- 
Low bed in the low 


Complete particulars on this new Hill-Rom 
High-Low Bed will be sent on request. 


HILL-ROM COMPANY, INC., BATESVILLE, INDIANA 


HILL ROM 


* Surntture for the Moder HMoife lal 
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HOSPITAL 
FLOORS 


Kept ‘Glean Quietly! 
AENT 


QUIET TRIPLE - POWER 


VACUUM CLEANER 


WET: OR DRY PICK-UP! Yes, 
you can pick-up scrub water... . 
or dry vacuum bare floors, carpets, 

- walls, window sills, venetian blinds, 
mattresses . . . without disturbing 
the patients! 


USED WITH THE QUIET 
KENT FLOOR MACHINE 
you have a Fast Clean- 
ing Team that works 
with hardly a whisper! 
You scrub and pick up 

. dirty water with a mini- 
mum of time and effort. 
Polish, buff, steel wool 
too—with your KENT 
Floor Machine! 


Write for information 


Your hospital deserves the quiet 
efficiency of the KENT Fast Clean- 
ing Team ... and we’d be glad to 
tell you all about it! 


AENT 


THE KENT COMPANY, Inc. 
444 Canal Street @ Rome, New York 


PERSONAL’ 


Agress, William L. — Asst. Dir. — Mount 
inai Hospital—New York City 

Allen, Walter P.—Student, Hosp. Admin.— 
University of Chicago 

Anderson, Glenn H.—Student, Hosp. Ad- 


min.—State University of Iowa Hospitals 


—Iowa Ci 

Balfour, Walter M.—Student, Hosp. Ad- 
min.—State University of Iowa Hospitals 
—Iowa City 

Ballard, Ray Supr.—De- 
catur (Ill.) and Macon rom sag! ospital 

Barker, William Daniel — Admin. — 
County Hospital Grit- 


G 
Bergstedt, Donald R.—Admin. Res.—Ro- 
chester (N. Y.) General Hospital 
Boutin, J. Ralph, M.D.—Med. Dir.—Notre 
Dame Hospital—East Montreal, Canada 
Breedlove, 
Children’s Hospital—Akron, Ohio 


Buchanan, Helen S. — Clinical Records 
Clerk—Veterans Administration Hospital 
—Indianapolis 

Burke, Wi 


atorium, City. of Hope— lif. 
Byler, Jack W., First Lt 
ical Service Corps, USAF—137th Medical 
Group—Alexandria Air Force Base—Al- 
exandria, La. 
Cherkasky, Martin, 
Hospital for Chronic Diseases—New York 


City 

Clark, Jean M.— Med. Rec. Lib. — Armed 
Forces of Pathology—Washing- 

n 

Conroy, Donald J —Student, mee Admin. 
—State University of Iowa ospitals— 
Iowa City 

Couzens, Gerald S.— Trustee — St. John’s 
Riverside Hospital—Yonkers, N. Y. 

Dawson, W. J. Jr—Admin. Asst.—Saint 
Luke’s Hospital—Duluth, Minn. 

Delaney, John S.—Student, Hosp. Admin. 
—State ospitals— 
Iowa City 


University of Iowa 
Disch, David H. — Admin. — Eugene H. 
Hughes Memorial Hospital — Hamilton, 
io 
Dju, Szetu— Admin. Asst.— St. Barnabas 
ospital—New York City 


esley G.— Laundry Mer. — . 


M.D.—Dir.—Montefiore 


This superior indeli- 
ble ink cannot fail 
.. » it lasts as long 
as the cloth on which 
it is used. Contains 


no aniline dye. 


APPLEGATE FOOT POWER 
MARKER 
Both hands are free to hold the 
coat, sheet or blanket in the exact - 
position it is to be marked. 


Works faster. Marks name, depart- 
ment, and date on one impression. 
Saves money, time and linens. 


Write for free impression slip. 
APPLEGATE 


CHEMICAL COMPANY 


5632 HARPER AVE. 4. b___) CHICAGO 37, AL 


Dunstan, Thomas E. Jr.—Admin. Asst.— 
Doctor’s Hospital — Cleveland Heights, 


Ohio 
Easton, Fred S —Intelli ence Off.—Centra] 
Intelligence Agency—Washington, D. Cc. 


Fleetwood, mond A.— Intern— 


University of Iowa Hospitals—Iowa 


Cit 

Wanker. Ralph W.— Exec. Off.— 8lst Med. 
Gro roup—USAF Hospital, Larson Air Force 
Base—Moses Lake, Wash. 

Frazier, Theodore H.—Student, Hosp. Aq- 
min.-—State University of Iowa Hospitals 
—Iowa City 

Garcia, David A., M.D.—Asst. to the Dir.— 
University Health Service, University of 
the Philippines—Quezon City 

Gelman, Samuel Joseph, M.D. — Deputy 
Med. ——Morrisania City Hospi”. 
Bronx, 


Gould, R. M.D.—Asst. Med. Dir. & 


Asst. Admin. — University of Oregon 
Medical School Hospital and Clinics— 
Portland 

Graham, William J. F. — Admin. Asst, — 
Stony Brook Retreat—Keane, Calif. 

Holmes, George H. — Admin. — Ingleside 
Hospital—Cleveland 

Hughes, Lloyd Lynnell — Admin. Res. — 
Rhode Island Hospital—Providence 

Jarett, Paul S—Student, Hosp. Admin— 
State Uni versity of Iowa Hospitals—Iowa 


Johnson, Lester G. — Asst. Supt. — The 
Swedish Hospital—Minneapolis 

Johnson, Rodger C.— Student, Hosp. Ad- 
min.—University of Chicago 

Jones, Robert Henry—Admin,. Res.—Royal 
Victoria Hospital—Montreal, Canada 

Kechele, Gertrude M. — Chief Clerk — The 
Community Hospital—Berea, Ohio 

Keefer, Samuel F.—Student, Hosp. Admin. 
—State University of Iowa Hospitals— 
Iowa ay 

Kilburn, A. P.—Supt.—Galion (Ohio) City 
Hospital 

Kimes, William J. Jr.—Student—Graduate 
School of Public Health, University of 
Pittsburgh—Cecil, Pa. 


Lanson, Dennison L.—Student, Hosp. Ad- . 


min.—State University of Iowa Hospitals 
Lars J. — Asst. Admin. — Alliance 
(Ohio) City Hospital 
Mahieu, Jeanne S.—Supt. of Nurses— 
Sheboygan (Wis.) Memorial Hospital 
Mahan, James F. — Trustee — Cambridge 
(Mass.) City Hospital 
Matheson, Mildred C. Exec. Hskpr. — 
Flower Hospital—Toledo, Ohio 


May, Freeman E.— Admin. Res. — Baptist 


Memorial Hospital—Memphis, Tenn. 

McClain, Charles A.—Student, Hosp. Ad- 
min.—State University of Iowa Hospitals 
—Iowa City 

McKenna, Frances—Dir., Nursing Ed.—The 
State University  Hospitals—Colum- 

us 

Mootz, Brady Lee—Student, Hosp. Admin. 
—University of Chicago 

Morgan, John B. Jr.—Dir.—The Associated 
Hospital Service—Youngstown, Ohio 

Mussell’s, Lloyd—Asst. Dir.—Strong Memo- 
rial Hospital—Rochester, 

Newman, —Dir. of Admin. Hosps. 
and Clinics — University of Ar 
School of Medicine—Little Rock 

Nixon, Paul — Admin:— Barre (Vt.) City 
Hospital 

O'Shaughnessy, Shirle J.—Med. Rec. Lib.— 

Hospital—Austin, Minn. 
Pearce, Jeffie—Hskpr.—Children’s Hospital 
kron, Ohio 


Peizer, Miriam H.— Admin. — Maimonides 


Health Center—San' Francisco 
Pinanski, Mrs. Viola R.—Trustee—Beth Is- 
rael Hospital—Boston 
Rawlinson, Roland V.—Admin. Trainee— 
Safford (Ariz.) Inn Hospital 
A.—Dir. of Nursing—Flowe! 


Ruth 
Hospital—Toledo, Ohio 


Robertson, Janet W.—Med. Rec. Lib-— | 


city 
Rome, Walter J.—Supt.—Children’s Hospi- 
of Pittsburgh 
ie M.—Exec. Hskpr.—Grant Hos- 
Ohio 
Schrettner, to the Admin— 
Waltharh (Mass.) Hospital 
Schworm, Dorothy A. — Exec. Hskpr. — 
Cleveland Clinic Hospital 
Serivens, Mary R.—Supt. of Nurses—The 
Community Hospital—Berea, Ohio el 
ton; James L.—Asst. Admin—Samu 
Merritt Hospital—Oakland, Calif. ted 
Shannon, Paul D.—Exec. Secy.—Associated 
Hospitals of Manitoba — innipeg, Can 
ada 
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-Proofed Against Explosions and The Automatic Wing Adjuster, 


HERE IS THE LATEST ADVANCE IN 


LY Fe FOR YOUR HOSPITAL; 
iat A SOFT PLIABLE plastic BRACELET OR ANKLET 


Contains Mother's name and other desired information in Pink, Blue or 
White colors 


Name card slips into esenarent plastic brace- 
let or anklet fholder—Adjustab le straps fit any 
size—Full information may be included on 
fron nears such as name, 
dress, “admission sex, etc. Meets nil 


* MAKES NURSE’S JOB EASIER 
| QUICKLY APPLIED 
CANNOT COME LOOSE OR SLIP OFF 
LARGE SIZES FOR ¢ ELIMINATES INVENTORY OF INITIALED BEADS, ETC. 
ADULTS e EASY TO CLEAN IN WATER OR ALCOHOL 
be A BEAUTIFUL KEEPSAKE FOR THE MOTHER 


as dditional Identification in 
COMPLETE KIT MAKES 144 BRACELETS 


Multiple bedrooms, Surgical 
A plastic kit contains all necessary materials: 144 bracelets 


Cases, blood transfusion cases, 
morgue, etc. (72 Pink and 72 Blue) or all White if desired. 


A MEINECKE & COMPANY, INC 


WILL ROSS, INC. 


SUPERIOR AND ETHER UNIT 

NEW! NEW! NEW! 

STREAMLINED—COMPACT—SAFE 3 
NOISELESS—NO VIBRATIONS 


i with our unit, makes it impossible for wings 
Fires--Underwriters Laboratories  . freeze or stick inside pump unit. - An 


automatic oiling device eliminates need for 


Ether Throttle allows easy control at 
all times . . . Large Ether Reservoir 
allows ether to vaporize without being 
heated . . . Two One-Quart Content 
Bottles with automatic cut-offs afford 
continuous and uninterrupted oper- 
ation . . . A large roomy storage 
drawer for accessories ... 3"' Hea 

Duty Rubber Casters, Electrically 
Conductive . . . Cabinet is Ham- 
mered Silver Finish. Trim and upper 
part heavily chromium plated .. . 


Mercury Switch . . . Precision con- 


struction gives years service. 


Pump Unit 


There is no opening on the curved inner 

wall of cylinder. Air goes in and out through 

ots on side of cylinder wall. This eliminates 

ring fluctuation of air delivery and 

vacuum assures absolute quiet operation 
ut chattering. 


THE BURROWS COMPANY qe 
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constant inspection and servicing. 


Safety Advantages 
The Superior Safety Suction and Ether Unit 


has “one dial’ control of the ether vapor. 
It is the only one that does not have a 
heat unit or water jacket around the ether 
container. The strength of the ether vapor 
depends upon the operating room tempera- 
ture and the large vaporizing surface. This 
is a unique and original principle of vapor- 
izing ether. No wicks or screens to become 
waterlogged and messy. The control of the 
ether dosage is from zero, or pure air,. to 
full strength, with a dial indicating the 
various control positions. All air entering 
and leaving the machine is completely fil- 
tered. Ether Hook — Suction Tip — Ether 
and Suction Tubing. Accessories are fur- 
nished. 115 Volt 60 Cycle — alternating 
current. 


An Exclusive Burrows Product | 


$434.50 Priced Complete 
F.O.B. Chicago, Ill. 


HOSPITAL 


325 W. Huron St., Chicago 10, Ill. 
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